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Editorials 


THERE IS TOO MUCH TENDENCY IN 
THIS COUNTRY TO BE SPOONFED. 
ALL THAT THE GOVERNMENT CAN 
DO WILL BE INFINITESIMAL COM- 
PARED WITH WHAT BUSINESS CAN 
DO FOR ITSELF. 

To do a thing ‘‘bigger and better than ever 
before’’ is the most salient ambition of the 
great American nation. This desire has carried 
us fast and far. So fast, and so far in fact that 
only too many of us—the bulk of the great 
American voter in fact—forget that the better 
part of ambition is discretion. 

Such forgetfulness was not a liability of the 
early founders of the nation. That ‘‘the least 
government is the best government’’ was a 
fundamental dear to the colonist’s heart. As 
to oppressing taxation—the fate of the Boston 
tea-party epitomizes all that in a single phrase. 

The American nation’s quest for the most 
and the best of everything has led us astray 
in the matter of government. We are now the 
most governed people on earth outside of soviet 
Russia but this does not per se make us the 
best governed nation. With a faith in our law- 
making bodies so sublime that it is almost ridic- 
ulous we have gone about perfecting ourselves 
and our neighbors by statute. Ever credulous 
in the matter of exploited cure-alls the past 
three decades have left the country and its 
citizenry in a perfect welter of statutes, harass- 
ing, conflicting, useless and perplexing. The 
average citizen has come to consider the slogan 
‘‘There ought to be a law’’ as a personal and 
national panacea for every evil under the sun. 

There has been an orgy of law-making. It 
has come to the pass where almost anything one 
man does for his own personal comfort or re- 
laxation makes him directly or indirectly a 
law-breaker. The old ‘‘Blue Laws’’ were an- 
athema. But at least they were limited in scope 
and in number. The new deluge of statutes 
could be called the ‘‘Red Laws’’. Their ab- 
surdity is enough to make the most purblind see 
red all over. , 
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Even so debatable an authority as one section 
of the Wickersham Commission cites in its 
minority report from Com. Henry W. Anderson 
that 

‘They (the American people) have created 
the largest body of laws and the most complex 
system of government now in existence as re- 
straints and controls upon individual and 
social conduct; but every stage in their devel- 
opment has been characterized by a large and 
ever increasing degree of lawlessness and crime. 
There is too much tendency in this country to 
be spoonfed. All that any government can do 
will be infinitesimal compared with what busi- 
ness can do for itself.’’ 

The unrestricted national pastime of making 
laws without end is producing odd by-products. 
To the Constitution of the United States the 
bulk of these by-products are practically un- 
related. 

Said George H. Moses, ex-Senator from New 
Hampshire and former pro tem president of 
the Senate, writing in the Saturday Evening 
Post of August 22, 1931: 

‘*The Constitution of the United States is 
the organic statute upon which all our legisla- 
tion is presumably based, and the background 
before which our Solons now perform is worth 
some study—especially since we are entering 
upon the bicentenary celebration of the birth 
of Washington, who presided over the conven- 
tion which framed the Constitution. Whether 
we regard that instrument in the light of Glad- 
stone’s glowing superlatives, or whether it is 
looked upon, as so many are seeking to make it, 
as a mere collection of police regulations, it 
stands as one of the’ finest examples of that wise 
spirit of compromise through which all legisla- 
tive action finally must be achieved. The two 
conflicting schools of opinion which developed 
in the convention met in the instrument which 
they submitted to the people. The victory for 
the moment rested with the Federalists— 
though their final triumph was delayed through 
a hard-fought conflict for ratification. And it 
is a source of satisfaction to those of us who 
have inherited the Hamiltonian tradition to 
remember that it was the liberty under the law 
which we there secured that produced the 
boundless era of expansion which still measur- 
ably continues in spite of the enlarged en- 
croachments upon the ‘rights of the states and 
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the continued assaults upon the civil rights of 
individuals, and the repercussion from eeo- 
nomic conditions in distant nations, some of 
which did not exist in 1789. 

‘*Interesting speculations readily arise as we 
view the Founding Fathers and seek to assess 
their relative influence upon our institutions, 
Great figures present themselves as we call 
their roll, but I hope I shall be held free from 
provincialism if I speak of one who, in the 
earlier and simpler days of the republic, when 
the Constitution was new and revered, iaid an 
impress then fresh and deep, and even yet 
venerated by no inconsiderable body of opinion 
which if not noisy, is none the less still conse- 
quential. John Adams was the lawyer of the 
Revolution. It was he who formulated the legal 
basis upon which the colonists stood when they 
took up arms; and when their arms were tri- 
umphant it was he who translated these prin- 
ciples into the organic law for his own 
commonwealth and gave to Massachusetts a 
constitution which has since served as a model 
for eleven other states and from which the 
framers of the Federal Constitution itself did 
not disdain to draw freely. It was his aim to 
create for the new republic a ‘‘government of 
laws and not of men,’’ and for a full generation 
our statutes—whether of the Congress or of the 
local legislatures—were few in number, simple 
in character, and framed within limitations 
which the allocation of our public powers had 
so strictly set. Indeed, we passed a full century 
of our independent existence and almost as 
long under our constitutional unity before any 
serious attempt was made either to change our 
fundamental statute or to multiply our legis- 
lation and alter its character. The original 
amendments to the Constitution run parallel 
to the Bill of Rights which prefaced John 
Adams’ Massachusetts model, and it requires 
no straining of logic to declare that the amend- 
ments of the Civil War period, dealing as 
they did with citizenship, may be placed under 
like classification. 

‘‘Coincident with the rapid development of 
the West which followed the influx thither of 
so many youths who had gained the spirit of 
adventure and habit of command from their 
experiences in the Civil War, came the begin- 
nings of a new school of legislation which 
centered its attention upon the economic prob- 
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lems which inflation, whether of activity or of 
eredit, seems necessarily to entail. It may be 
futile now to discuss the economic origins out 
of which grew this new school of legislation, 
because, after a half a century of experience 
with it, it still remains undecided in many 
minds whether that country is governed best 
which is governed least and whether there is a 
clear line of demarcation between the functions 
which individuals should properly preserve for 
themselves and the functions which govern- 
ment—either local, state or Federal—should 
properly take on. 

‘‘Kor the minute, this question seems to have 
been determined in favor of the expansion of 
state and Federal authority. With this has 
come, if not the disappearance, at least the 
partial eclipse of our representative institu- 
tions; and I sometimes wonder if we have not 
ceased to be a republic, even though the matter 
of our becoming a democracy is still in an 
indeterminate period of experiment. 

“Tt is natural enough that these develop- 
ments should have brought with them a by- 
product of their legislative program which has 
had a marked effect upon the political mech- 
anism under which our constitutional processes 
were designed to be carried forward. The 
two-party system is the only one under which 
the American Constitution can properly func- 
tion, and it is not likely to disappear from 
among us. Yet today it seems to be existing 
in shadow rather than in substance, and our 
national legislature, designed to be distinctive 
from the parlimentary bodies of the Old 
World, has now witnessed the forceful begin- 
nings of the Old World system of bloes, which 
seem to thrive here as well as in their parent 
soil beyond the sea. 

“The bloe system, springing up full-fledged 
almost overnight, even as Minerva emerged 
from the brow of Jove, now constitutes the 
greatest menace which existing conditions pre- 
sent to the continuity of our constitutional 
processes. 

‘Early Congresses and the state legislatures 
enacted few and simple statutes; whereas, then 
self-respecting citizens in their communities 
scorned the aid of the Government in doing the 
things which citizens and communities took 
pride in doing for themselves, and which pro- 
duced the great captains of enterprise who 
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have helped so prodigiously in making the 
nation great and rich and powerful—today we 
find the individual citizen, under the baleful 
influence of organized propaganda, turning to 
publie authority for that which he should give 
to himself through self-help, and communities, 
in turn, reaching to the state capitol or to the 
Federal legislature to demand through added 
statutes the dubious benefits of thinly disguised 
communism. A part of this is due to the rec- 
ognized indolence into which our people have 
fallen. Today no one wants to work, and even 
education has to be sugar-coated in order to 
render in palatable. In consequence, the land 
teems with short-cut artists, bodily and intel- 
lectually indolent, who seek the line: of least 
resistance and who, through persistent patter, 
have brought about a large, a growing and, I 
am sometimes moved to think, a dominant 
school of opinion in which the sovereign pana- 
cea for any evil which may afflict us is to 
be found in an addition to the already swollen 
volume of statute law. At any rate, I have 
found nowhere any considerable group of aver- 
age American citizens who, in any discussion 
of current events, and with the conversation 
turning upon some fancied hardship, will not 
develop at least one member rising up to ex- 
claim with an emphasis, usually profane, that 
‘there ought to be a law about it.’ 

‘*And so delicate is the interrelation of public 
opinion thus made vocal and those sensitive 
individuals who adorn our halls of legislation 
through the operation of the direct primary 
and the popular election of United States sena- 
tors, that we have come to have laws ad nau- 
seam. The delicate finger which so many legis- 
lators pride themselves in being able to lay 
upon the public pulse too frequently misreads 
for an organic difficulty that which is merely 
functional and febrile and fleeting. 

‘‘Those doctors who operate so blithely upon 
our body politic too frequently remind me of 
the product of those medical diploma mills 
which periodically produce seandals and up- 
heavals in some of our states. They are not 
content with the reactions which they them- 
selves affect to find, but they permit themselves 
too often to indulge in a widely receptive mood, 
which is preyed upon by the multiplying agen- 
cies of propaganda and publicity which our 
age has produeced—and which in turn have 
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given birth to a new calling, the calling of the 
professional stimulator of public action—a 
ealling which, I venture to assert, is in general 
rewarded far more liberally, if one may judge 
by externals, than any of the so-called learned 
professions. 

‘As a result of all this, we find. ouselves 
confronted by a new relationship, established 
by the statutes—a relationship so far-reaching 
and comprehensive that it involves every item 
of personal enterprise or even of conduct. The 
Constitution itself now finds its fabric, once 
so clear and simple, threaded with provisions 
which scarcely can rank above the level of mere 
municipal ordinances; and the assault upon the 
statute books, both state and Federal, becomes 
yearly more impetuous, not to say impudent. 
The tiny stream of regulatory measures which 
began with the Granger legislation of a half 
century ago has now swollen to a raging tor- 
rent, and its volume, as measured at the close 
of the Seventieth Congress, meant the serious 
proposal within a two-year period of some 
59,000 new laws, of which 20,000 were intro- 
duced in Congress and the balance presented 
to the state legislatures. 

‘‘The variety of these legislative proposals is 
an infinity which it would appear age cannot 
wither nor custom stale. They run the entire 
gamut of human activities. They trespassingly 
cut across the most private of human relation- 
ships, and whatever there is in the likeness of 
anything that is in heaven above or in earth 
beneath or in the waters under the earth is 
likely at any time to find itself the subject of 
legislative inquiry or the purpose of legislative 
enactment.’’ 





THE CHORUS OF CAVIL AGAINST 
THE MEDICAL PROFESSION CON- 
TINUES. 


The lay publications simply will not let alone 
the medical men of this country and our ma- 
ternity system. Time and again it is repeated 
that there is no adequate standardized unit of 
measurement and comparison on medical sta- 
tisties of any sort, especially of maternity sta- 
tistics that is accredited by experts. Yet the 
chorus of cavil continues. ‘‘Time,’’ under date 
of August 28, adds another howl against the 
American Medical profession by quoting from 
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another one of these ‘‘interesting’’ medica] 
story-books published by an M. D. and this time 
by one who is both old enough and experi. 
enced enough to know better. 

He admits that the book is ‘‘written for lay. 
men and laywomen’’ according to ‘‘Time,”’ 
This really doesn’t seem to mitigate the offense 
very greatly. 

There is really no excuse for the quoted 
statement, ‘‘It is generally agreed that the 
U. 8. is the unsafest place in the world to have 
a baby. Some reasons: abortions; faulty tech- 
nie of physician or nurse, resulting in puer- 
peral infection; lack of sufficient good 
maternity hospitals; insufficient obstetrical 
training for the general physician; inadequate 
prenatal care; prevalence of attempts to short- 
en labor by use of pituitrin to quicken uterine 
contractions, application of forceps, turning of 
the baby, forced dilation of the cervix, caesar- 
ean operations.”’ 

Quoting ‘‘Time’’ again the author of this 
book, Dr. Palmer Findley, 65, is professor of 
obstetrics and gynecology at the University of 
Nebraska’s College of Medicine, councilor of 
the American College of Surgeons, onetime 
president of the American Association of Ob- 
stetricians, Gynecologists and Abdominal 
Surgeons. He weights his book with many a 
quaint or appalling notion once held about 
childbirth, admits that posterity may find pres- 
ent-day ideas equally ridiculous. For lay- 
women and men who want to round out and 
freshen up their knowledge now, he offers a 
sound, thoroughgoing outline of modern facts 
and opinions about birth. 





DOCTORS IN AUSTRALIA USE AIR- 
PLANES IN PRACTICE. 


Medical service in Australia is furnished by 
airplanes. Australia has some 250,000 square 
miles of interior. This airplane service by the 
medical profession has been furnished for sev- 
eral years. 

The British Medical Journal quotes Dr. W. 
D. Walker of Adelaide who has spent several 
years in the Australian interior. In a lecture 
at the London School of Hygiene and Tropical 
Medicine the Doctor described the origin and 
developments of the world’s first civil aerial 
medical service. We quote: 
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“The pioneer of medical services among 
these sparse and scattered populations—the 
Rev. John Flynn—dreamed of a chain of hos- 
pitals, and established thirteen of them. 

“The advent of wireless and aviation, how- 
ever, changed the whole situation, and in May, 
1928, at Cloncurry, in Western Queensland, an 
airplane was commissioned to carry a doctor to 
remote places in response to wireless summons. 
Small and inexpensive wireless transmitters, 
with a sending radius of over 600 miles, their 
power derived from small, foot-pedaled gen- 
erators, were next distributed among the more 
isolated homesteads. 

‘‘Recent improvements have enabled mes- 
sages to be automatically translated into Morse 
and sent out upon the ether by simply tapping 
a keyboard similar to that of a typewriter. At 
the central station they are retranslated, medi- 
eal advice or instructions are sent back by 
wireless telephone, or, if the doctor’s visit is 
necessary, a reply is forwarded that the ‘flying 
doctor’ is on his way to a spot where a white 
sheet and the smoke of a small fire indicate the 
landing-ground. During the first year of the 
service Dr. St. Vincent Welch flew 20,000 miles 
to attend 255 patients, and held forty-two con- 
sultations in twenty-six different centers en- 
tirely without mishap. 7 

‘The area of the flying practise is equal to 
that of Germany, Austria, Switzerland, and 
Denmark combined. Contributions toward the 
service have come from employers and em- 
ployed, from private donors, and from govern- 
ment subsidies. In addition to the pilot, the 
plane has accommodation for doctor, nurse, pa- 
tient, and one relative, but it is hoped soon to 
be able to accommodate an anesthetist as well, 
and to carry a fully equipped surgical unit. 

“Thus, with the help of modern invention, 
a mantle of safety, for whites and aboriginals 
alike, has been spread over a territory equal to 
half Europe. Care has been taken not to en- 
croach upon the province of doctors already in 
practise in less sparsely populated regions. 
The medical men in the flying service, of whom 
there have now been four, only see the patients 
of these doctors at the doctor’s own request, 
and, in the event of accident or emergency, the 
patient is taken to the nearest outlying hospi- 
tal and there left in the care of his own prac- 
titioner, 
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‘‘The ulimate aim is to establish a national 
service having a number of fully equipped 
base hospitals throughout the sparsely settled 
regions. Another important aim is to provide 
opportunities for post-graduate study abroad 
for doctors at the completion of their term of 
service. ’’ 





A CODE THAT WILL ELIMINATE ExX- 
PLOITATION OF THE PROFESSION 


All manner of medical treatment falls within 
the problems of the medical profession. 

All preventive features of public health work 
should be confined to public health authorities 
with closest co-operation between the two. 

Medical charities should be confined to those 
unable to pay and to those receiving other 
forms of charity. 

Medical charity has been abused and can be 
corrected. 

The medical profession should not be ex- 
ploited for the financial or political advance- 
ment of some people and the personal advance- 
ment of personal and selfish groups. 

The care of the sick should be in the hands 
of those possessing scientific medical knowledge. 

Discourage those having financial means from 
being treated in charity divisions of hospitals 
and clinics. 

Eternal vigilance is the price of liberty and 
a stitch in time saves nine. 

It was a little thing for the watchman to leave 
a lantern swinging in the Cathedral at Pisa: but 
in that steady, swaying motion the boy Galileo 
saw the pendulum, and conceived the idea of 
thus measuring time. 

The honking of a goose aroused the sentinels 
and saved Rome from the Gauls; and the pain 
from a thistle warned the Scottish army of the 
approach of the Danes—little things, but vitally 
important. 

Warning signals of impending danger are 
ofttimes disregarded, else history would tell 
us a different story. 

Repeatedly and over a period of years we 
have attempted to show you the red lantern of 
destruction swaying over medical practice. 
Repeatedly we have called your attention to 
the many menaces enveloping medical practice. 

Will you take heed of the danger signal ? 









TWO THIRDS OF THE AVAILABLE 
HOSPITAL BEDS IN NEW YORK 
STATE ARE OWNED BY THE STATE 
AND SUPPORTED BY TAXES. 

A HALT MUST BE CALLED UPON THE 
EXTENT TO WHICH STATE INTER- 
VENTION IN AFFAIRS MEDICAL IS 
INCREASING. 

With all the howl and furor for and against 
state medicine, medicine as well as the general 
public finds itself in a synchronously coinci- 
dent position with the man who could not 
‘‘see the woods for the trees.’’ 

Getting the proper perspective upon current 
conditions it is well to recapitulate and to esti- 
mate to some extent just how severely the tax- 
payer is burdened already with the expense of 
medical care for the indigent and the indolent. 

A close check-up of such an inventory will 
make even the most casual of citizens first 
‘*stop, look, and listen’’ and then rebel. 

Try it in your own community. And if the 
results are appalling—and they will be—seek 
what comfort you can from the fact that in New 
York state, according to the New York state 
commissioner of public health, Dr. Thomas 
Parran, Jr., tax levies must so be made that 
there will be available at the expense of the 
taxpayer annually some $20,000,000 for some 
55,000 patients afflicted with mental diseases ; 
as well as an investment of $19,000,000 and an 
annual expenditure of $3,553,000 for the up- 
keep of tuberculosis sanitariums, and school 
health services some $2,537,184, to say nothing 
of the large amount of tax raised money spent 
for the care of the crippled, the control of 
venereal disease, general public health and 
health nursing, free dental care, free medical 
care in current emergencies, etc., etc. 

In April, 1933, of the population of the state 
of New York fifteen per cent were on the re- 
lief rolls. Of the hospital beds available in the 
state of New York two-thirds of these hospi- 
tal beds are owned by the state and supported 
by taxes. 

There seems every reason to believe, every 
ealeulation to confirm this belief, that unless 
this trend for state interference in medicine is 
speedily checked it will soon be beyond all curb 
or restraint. Once medicine falls into com- 
munistie conditions, it is inevitable but that 
every profession and trade must soon follow 
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suit. That eminent ex-president of the New 
York Medical society, Dr. W. H. Ross, is loud 
in his urging that a halt shall be called upon 
the extent to which state intervention in affairs 
medical is increasing in New York. Govern. 
ment interference tends to pauperize and to 
demoralize both the profession and the people. 
Hundreds of times we have heard this said 
and while most of us know it is true what ac- 
tion are we taking to stop even the veriest leak 
in the dyke? Broadened state functions in any 
domain mean more bureaus, more employees, 
more appropriations, more taxes, more pres- 
tige, more bureaucratic power and in the end— 
the tragedy of downfall. 





HOW TO KILL A MEDICAL SOCIETY 


1. Don’t come to the meetings. If you do come, come 


late. 
2. If the weather doesn’t suit you, don’t think of 
coming. 


3. If you do attend a meeting, find fault with the 
work of the officers and other members. 

4. Never accept office, as it is easier to criticize than 
to do things. Nevertheless, get sore if you are not ap- 
pointed to a committee; but if you are, do not attend 
the committee meetings. 

5. If asked by the chairman to give your opinion 
regarding some important matter, tell him you have 
nothing to say. 

6. After the meeting, tell everyone how things ought 
to be done. 

7. Do nothing more than is absolutely necessary, 
but when other members roll up their sleeves and wil- 
lingly and unselfishly use their ability to help matters 
along, howl that the organization is being run by a 
clique. 

8. Hold back your dues as long as possible; or don't 
pay at all. 

9. Don't bother about getting new members. Let 
George do it. 

—Illinois Medical Journal, February, 1922. 





THE MUG THAT CHEERS 


He closed his eyes in ecstasy, 
And spoke as he stooped to kiss: 
“’Tis many and many a draught I’ve had, 
But not from a mug like this.” 
—Ohio State Sun Dial. 





WHO CAN JOIN THIS CHORUS 
The Surgeon’s knife, I’ve lived to say— 
Affords ‘‘one” consolation. 
For now | can to everyone 
Talk of my “Operation.” —L. J. E. 
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Correspondence 
ADEQUATE MEDICAL CARE IS A 


MATTER OF PRIVATE CONSCIENCE, 
SKILL AND CO-OPERATION ; 
RATHER THAN ONE OF 
TAXATION 

Silvis, Illinois, September 14, 1935 

To the Editor: 

‘The editorial applause for Dr. Ohls is a thing 
which I, for one, appreciate a lot. For some years 
past I have known that that man worked hard 
in the field of make-up and get-ready and that 
the members of our state society benefited with- 
out ever knowing, for the most part, that there 
was a ‘‘managing’’ editor. Applause is de- 
served and your usual thoughtfulness pleased 
me more than usual, 

As for the balance of the September editorials 
carried by the esteemed JouRNAL: All I wish to 
know from the earnest Michigan committee is 
one thing. What constitutes ‘‘adequate medical 
care’ and who shall judge? I have opinions of 
my own. I am convinced that so long as rep- 
resentative practitioners allow themselves to be 
hoodwinked by money-catching phrases, little 
should be expected of folks who are busy with 
other works. I think that I know that adequate 
medical care is a matter of private conscience, 
skill and co-operation ; rather than one of taxa- 
tion or money donation. Money cannot buy 
adequate medical care in this shop or in that 
shop: conscience, and co-operation (between 
patient and physician) can. 

As for the lead editorial: I marvel every time 
you cheerfully start all over again. We know 
that United States statistics since the Chil- 
dren’s Bureau got its first little appropriation 
“to investigate and report,’’ have included 
deaths from tuberculosis of long standing and 
deaths from syphilis and deaths from criminal 
abortion, all included in the category of ‘‘ma- 
ternal mortality’? by our Federal Bureau of 
the Census. And we know that, in no other 
country, does this handicap maintain. I can 
grin and tell that to a committee on occasion 
and rather get stimulation from the commotion 
among pay-rollers on the sidelines, shocked at 
being foreed to listen to such truths; but I’m 


} hanged if I know how you can remember to 


tell it to doctors so patiently, time after time, 


existence. 
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before each session of Congress. Yes, the sub- 
ject will come up before the next Congress. 


More power to you. 
Wm. D. CHapman, M. D. 





LET US IRON OUT OUR FAULTS IN OUR 
OWN COUNCIL CHAMBERS 


Ravenswood Hospital, 
To The Editor: Chicago, Sept. 30, 1933. 


An unfavorable comparison of the doctors of 
this country with any other group is not a very 
nice message to broadeast to the public who are 
going to have to tolerate our inefficiency. And 
certainly an epistle to our prospective mothers, 
persuading them that their chances are better 
with midwives than with our physicians, is 
malicious. Particularly is this unfortunate when 
the author happens to be one of our own ranks, 
who oceupies a place of high medical authority. 
I refer to the article entitled ‘‘The Costs of 
High Obstetrical Care,’’ appearing in the Sep- 
tember issue of The American Mercury. 

I do not believe that the good old-fashioned 
method of obstetrics, practiced in the homes 
by midwives or even doctors, without all the un- 
necessary frills of laboratory work and routine 
periodic examinations, is better than our pro- 
cedure, or anywhere nearly as good or as safe. I 
resent keenly the statement that the present day 
conduct of an obstetrical case by a modern phy- 
sician of this country includes much which 
‘‘represents the expansion of human desires 
and wants without any relationship whatever 
to the scientific necessities involved.’’ The 
modern woman is not so much more highly or- 
ganized than her grandmother and great-grand- 
mother. But she certainly gets a better break 
in life when it comes to the ordeal of child- 
bearing. 

When there is fault to find with our efforts 


‘ and there undoubtedly is at times, let us iron 


them out in our own council chambers and 
through the columns of our own publications, 
and not proclaim them to the public who are 
ever eager to misunderstand and magnify our 
shortcomings. In these days of economic stress, 
the family physician particularly is fighting for 
It is unfair to attack him to the 
laity. 

All my medical life I have been an ardent 
admirer of the editor of our great A.M.A. 
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Journal. But | am indignant to see him appear 
before the lay public in any role other than as 


our champion. 
L. E. Day, M.D., Councilor, 
8rd District, Illinois State Medical Society. 





GOVERNING MEDICAL CARE PROVIDED 
IN THE HOME TO RECIPIENTS OF 
UNEMPLOYMENT RELIEF 


Extracts from Rules and Regulations No. 7 

1. Policy—A uniform policy with regard to 
the provision of medical, nursing, and dental 
care for indigent persons in their homes, shall 
be made the basis of an agreement between the 
relief administration and the organized medi- 
eal, nursing, and dental professions, State 
and/or local. The essence of such a policy 
should be: 

(a) An agreement by the relief administra- 
tion to recognize within legal and economic 
limitations, the traditional family and family- 
physician relationship in the authorization of 
medical care for indigent persons in their 
homes; the traditional physician-nurse rela- 
tionship in the authorization of bed-side nurs- 
ing care; the traditional dentist-patient rela- 
tionship in the authorization of emergency 
dental care; and 

(b) An agreement by the physician, nurse 
(or nursing organization) and dentist to fur- 
nish the same type of service to an indigent 
person as would be rendered to a. private pa- 
tient, but that such authorized service shall be 
a minimum consistent with good professional 
judgment, and shall be charged for at an 
agreed rate which makes due allowance for 
the conservation of relief funds. 

The common aim should be the provision of 
good medical service at a low cost—to the mu- 
tual benefit of indigent patient, physician, 
nurse, dentist and tax payer. 

The policy adopted shall be to augment and 
render more adequate facilities already exist- 
ing in the community for the provision of 
medical care by the medical, nursing, and den- 
tal professions to indigent persons. It shall 
imply continuance in the use of hospitals, clin- 
ies, and medical, dental and nursing services 
already established in the community and paid 
for, in whole or in part, from local and/or 
State funds in accordance with local statutes 
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or charter provisions. Federal Emergency Re. 
lief Funds shall not be used in lieu of loca] 
and/or State funds to pay for these established 
services. 

The phrase ‘‘in their homes’’ shall be in. 
terpreted to include office service for ambula- 
tory patients, with the understanding that 
such office service shall not supplant the sery. 
ices of clinics already provided in the com. 
munity. 

For the complete Rules and Regulations see 
the Journal of the American Medical Associa- 
tion, September 23, 1933, Page 1026. 


THomas P. Fouey, Secretary 
Bulletin C. M.S. 





THE MAJORITY REPORT OF THE 
COMMITTEE ON THE COSTS OF 
MEDICAL CARE IS THE COMPUL- 
SORY HEALTH INSURANCE 
BILL OF 1919—PLUS 

Brooklyn, N. Y. 


To The Editor: The majority report of the 
committee on the Costs of Medical Care is the 
Davenport-Donahue Compulsory Health Insur- 
ance Bill of 1919—plus. It would sovietize 
medicine ; it would make the people cattleized, 
card-indexed, units; it would make the physi- 
cians and every other agency of healing, pan- 
elized, cogs in a huge political machine; it 
would make public and private health a pawn 
in the game of social control by the moneybund 
foundations. 

This plan differs from the Compulsory 
Health Insurance of 1919 in one significant 
particular—instead of The American Associa- 
tion for Labor Legislation, backed by the Sage 
Foundation, as the propagandist-in-chief, aided 
and abetted by an ex-president of The Ameri- 
can Medical Association ; this plan has a group 
with the high sounding title of The American 
Committee on Medical Costs, as propagandist- 
in-chief, aided and abetted by an ex-president 
of The American Medical Association, who is 
also the Secretary of the Interior in the Cabi- 
net of President Hoover, a Department, by-the- 
bye that has nothing in common with Medicine 
or Public Health save that there are two Hospi- 
tals on the grounds of the District of Columbia 
which are under the jurisdiction of the Land 
Office of the Department of the Interior as 
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landlord . . . then this Committee is backed by 
the Sage and seven other foundations plus two 
Uplift and Welfare groups to lend the power 
of more money to the propaganda purchase of 
Newspaper space and Radio time. 

I have not the slightest doubt that that self- 
constituted, foundation-subsidized Committee 
on the Costs of Medical Care can find (or put) 
in its general report a lot of language about 
the ‘‘great good dawning of the Brotherhood 
of Man’’ and their ‘‘burning solicitude for the 
preservation of the sacred relation between the 
Patient and his Doctor’”’ and all that sort of 
stuff, with which those who fought this vicious 
stuff in 1919 are familiar. St. Matthew XXIV, 
24 is worth reading in this regard :— 

‘‘For there shall arise false Christs and false 
prophets; and shall show great signs and won- 
ders, inasmuch as to deceive (if possible) even 
the elect. . . . If, therefore they shall say ‘Be- 
hold! He is in the closet—believe it not.’ ”’ 

The moneybund Foundations know, and this 
Committee that spent their Million dollars 
should know what the average business man 
knows that a Medical Center would be a dis- 
eord-center within a week of its opening day 
unless one of two influences controlled its 
operation—money or power; mutual profit, in 
coin or in kind, flowing to the organizers them- 
selves, or political domination by laymen, 
speaking with authority of the State or (as 
the Committee’s Report indicates) the Nation. 
Between cupidity and Federalized, Political- 
ized, control the sick American citizen would 
not have a Chinaman’s chance. 

The expression of Moran and Mack, ‘‘Even 
was it good, I wouldn’t like it’’ would seem 
to apply to this Committee’s five-year Million 
Dollar plan which one of the Committee re- 
fused to sign because it had gone far afield and 
away from the original plan of the Committee 
which was to study ‘‘The Cost of Medical 
Service.’ not the ‘‘Costs of Medical Care.’’ 
You may not see the distinction right away but 
the business man would. It is the difference 
between studying the cost of a product (Medi- 
cal service) with elimination or reduction of 
wastage and duplication; and studying the 
best means of distributing it through a market 
for the best price that advertising and bally- 
hoo ean get. 


J. J. A. O’Retmuy, M. D. 
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SOME ODD FACTS ON HAY FEVER 


Chicago, Ill., Sept. 14, 1933. 

To the Editor: In the September, 1933, 
issue of the Intinor1s MepicaL JouRNAL (p. 228) 
under the caption of ‘‘Some Odd Facts on Hay 
Fever’’ you quote an instance of ‘‘hay fever 
the year around’’ or hyperesthetic rhinitis, due 
to orris root cosmetics, which was reported by 
the University of Maryland Hospital. Your 
remarks and citation of this case tend to give 
the impression that this is rare or ‘‘odd’’ or 
new. For fear that some physicians may ven- 
ture to obtain such an opinion I wish to quote 
a few of the reports in the literature concern- 
ing this subject. 

In 1916 (Goodale, L. J.: Boston M. & S. J., 
175 :181, 1916) several instances of orris root 
sensitization among other substances as causes 
of hyperesthetic rhinitis were reported. In 
1920, (Walker, I. C., Frequent Causes and the 
Treatment of Perennial Hay Fever, J.A.M.A., 
75 :783, 1920) case reports of hyperesthetic 
rhinitis due to orris root cosmetics are cited. 
Cooke, in 1922, reports that out of a total of 
327 instances of asthma and hay fever, 47 were 
sensitive to orris root (Cooke, R. A.: Studies in 
Specific Hypersensitiveness, J. Immunol., 
7:147, 1922). Spain, in 1925, says ‘‘Face 
powders, sachet powders, taleum powders, tooth 
powders, in fact all toilet powders, contain 
orris root, rice powder or corn-starch, three 
substances which are very common causes of 
coryza’’ (Spain, W. C., The Diagnosis and 
Treatment of Atopic Coryza, Annals Otol. 
Rhin. & Laryng., 34:1089, 1925). Rackemann, 
a very conservative specialist in allergy, re- 
ports (Rackemann, F. M., Can Hypersensitive- 
ness be acequired?, J.A.M.A., 84:489, 1925) 
that 44 out of a series of 428 perennial hay 
fever cases were sensitive to orris root. 

Reviewing the sensitizations of 105 hay fever 
patients in the Southwest, seasonal and non- 
seasonal, Phillips finds (Phillips, E. W., Orris 


_Coryza, Southwest Med., 11:299, 1927) that 


6.6% were sensitive to orris root exclusively 
and 24.7% to orris root in addition to other 
allergens. Balyeat’s figures on the incidence of 
orris root sensitization in hyperesthetic rhinitis 
vary from 20 to 40 per cent. 

In my own figures 10 per cent. of all allergy 
patients (including asthma, hay fever, hyper- 
esthetic rhinitis, urticaria, ete.) are sensitive 
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to orris root. In the group of hyperesthetic 
rhinitis cases the percentage of orris sensitiza- 
tion is even higher. As a matter of fact, it is 
about the most common allergic cause of this 
complaint. Occasionally even ‘‘seasonal hay 
fever’’ may be due to orris-containing cosmetics 
(Feinberg, S. M.: Seasonal Hay Fever Not Due 
to Pollen, Ann. Int. Med., 3:1035, 1930). 

With regard to the case of canary feather 
sensitization, although comparatively rare, the 
case cited is not the first on record. 

S. M. Fersere, M.D. 





EDUCATIONAL COMMITTEE 
June, July, August, September, 1933 


PRESS SERVICE 


2,371—Regular press service 
87—Monthly service 


41—-Newspapers, re clinic handicapped children 
Jackson County 

63—Newspapers, re clinic handicapped children 
Whiteside County 

72—Newspapers, re clinic handicapped children 


Whiteside County 
101—Newspapers, re postgraduate course in Pediat- 
rics, McLean County Medical Society 
79—Newspapers, re postgraduate course in Pediat- 
rics, Warren County Medical Society 
70—Newspapers, re meeting Schuyler, Fulton County 
Medical Societies at Scripps Park, Rushville 
120—Newspapers, re typhoid  situation—Adams, 
Alexander, Calhoun, Champaign, Clay, Fay- 
ette, Jackson, Knox, McLean, Macon, Marion, 
Massac, Pulaski, Randolph, Saline, Scott, 
Union, Warren, Wayne, White, Whiteside, 
Will, Williamson counties. Reports from State 
Department of Health indicated typhoid 
prevalent in these counties 
20—-Newspapers, re lectures of medical women at 
Navy Pier 
70—Newspapers, re pedriatic meeting at Quincy 
113—Newspapers, re pedriatic postgraduate course in 
LaSalle 
34—Newspapers, re meeting of Monroe County 
Medical Society 
58—Newspapers, re meeting McLean County Medi- 
cal Society 
59—Newspapers, re meeting 5th Councilor District 
5—Newspapers, release giving resolutions passed 
by the Aero-Medical Association 
2—Newspapers, notices of meeting of Branches of 
Chicago Medical Society 
2,374—Total releases 
Health educational articles written for release to 
newspapers through county medical societies : 
Ivy Poisoning 
Whooping Cough 





Hardening of the Arteries 

Mumps 

Ear Diseases and. Swimming 

The Mosquito Nuisance 

Use and Abuse of Cathartics 

Convulsions in Children 

The Summer Appetite 

Fears & Superstitions of Pregnancy 

Adopting a Child 

Chronic Arthritis 

Early Recognition of Infantile Paralysis 

Rabies Prevalent 

Encephalitis 

Whooping Cough Prevention 

Importance of the Diagnosis of Gall Bladder Dis- 
ease 

Appendicitis & Cathartics 

Causes of Acne (Pimples) 

Some Do’s and Don’ts for Parents 

Posture as Conditioned by the Emotions 

Typhoid Fever Widely Prevalent 

Aids for Inducing Sleep 

Growing Feet 

The Eyes of the Child 

The Child’s Mental Development 

Talking About Cancer 

School Health and Economy 

Aches and Pains 

Botulism or Food Poisoning 

Children’s Growth 


RADIO 
77—Radio programs given from WAAF, WGN, 
WJJD. 
Franklin J. Corpoer—Convulsions in Infancy and 
Childhood. 


Austin K. VanDusen—Children and Good Sense. 

Edmund H. Droegemueller—Diphtheria. 

M. A. Perlstein—A School Health Inventory. 

J. M. Tindal—The Causes of Eyestrain. 

Esther K. Frankel—Aches and Pains. 

Clarence K. Jones—Abdominal Pain. 

W. A. Hendricks—Cancer. 

V. R. Stephens—First Aid in Automobile Accidents. 

J. A. Riedel—Humidity and Health. 

Hartley F. Mars—Diseases of the Gall Bladder. 

H. A. Sofield—Side-Show Freaks. 

William E. Cary—Botulism. 

W. L. Waner—Cancer of the Stomach. 

Marion S. Fink—Birth Marks and Moles. 

Edmund Jacobson—Waste of Nervous Energ’es. 

George M. Lucas—Appendicitis. 

Leo P. A. Sweeney—Crossed Eyes. 

Ralph H. Kunstadier—Obesity in Children. 

Eugene Birchwood—Hygiene of the Heart. 

C. Herbert Brush—Care for the Expectant Mother. 

Wm. H. Howard—Periodical Examinations of Chil- 
dren. 

Elmer E. Collins—Healthful Activities. 

Clarence F. G. Brown—Prevention of Ulcers. 

Ruben Nomland—Ringworm of the Feet. 
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Harry Olin—X-Rays and Health. 

Earl R. McCarthy—Acute Bone Infections in Chil- 
dren. 
John G. Frost—First Attention to the Seriously In- 
jured. 

Laurence E. Hines—Heart Disease After Middle 
Age. 

William L. Beecher—Food Allergy. 

Arthur J. Coombs—Infections Caused by Swimming. 

Philip D. O’Connor—Glaucoma. 

Johanna Heumann—Traveling With the Baby in 
Summer. 

A. J. Petersen—Bacteria. 

Emil Deutsch—Injuries of the Eye. 

W. D. McNally—Poisons. 

A. M. Stober—Germs and Disease. 

John J. Pflock—Dangers of Unsupervised Reducing. 

Wm. H. Howard—Importance of Correcting De- 
fective Vision. 

R. L. Reynolds—Rabies. 

G. P. Guibor—What We Know About Hayfever. 

Arthur Stenn—Summer Diarrhea. 

G. H. Gowen—A Clean Skin and Health. 

M. M. Kunde—Endocrine Influence on Growth and 
Development. 

Maurice Dorne—Acne. 

S. D. Zaph—Boils and Carbuncles. 

John S. Ashby—What Is Indigestion ? 

Arrie Bamberger—Importance of Slight Injuries and 
Skin Infections. 

C. W. Finnerud—Care of the Skin in Summer. 

W. Lloyd Kenny—Abdominal Pain. 

Paul W. Greeley—Fractures. 

Elmer W. Hagens—What to Do When Your Child 
Chokes. 

J. Major Green—Appendicitis and Cathartics. 

Earl S. McRoberts—Eyes and Nose in Ragweed Sea- 
son. 

Charles M. Jacobs—Infantile Paralysis. 

Arthur S. Sandler—The Healthy Baby. 

I. Pat Bronstein—Anorexia. 

Albert Seidel—Care of the Baby in Summer. 

Harry Faulkner—Convulsions in Children. 

Earle J. W. Pronger—The PreSchool Child. 

Louis Sauer—Nursery Care and Personal Hygiene. 

B. Rappaport—Early Recognition of Infantile Pa- 
ralysis. 

Willis J. Potts—Acute Appendicitis in Children. 

Louis J. Brody—Nutritional Anemia of Childhood. 

Gilbert P. Pond—Mental Development of Childhood. 

Julius H. Hess—The Infant. 

Clarence W. Rainey—Childrens’ Eyes. 

Samuel J. Lang—Chronic Arthritis. 

Joseph K. Narat—Cancer. 

Clayton J. Lundy—Prevention of Heart Disease. 

J. F. O’Malley—Deformities of the Feet. 

A. L. Williams—Dietetics in Hot Weather. 

A. W. Stillians—Questioning the Skin. 

William Alfred Mann—The Eyes of the Child. 

Edwin A. Wegner—Foreign Substances in the Eyes. 

A. S. Hershfield—Escaping Responsibilities. 

Carroll Eugene Cook—Heat Stroke or Sun Stroke. 
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W. M. Hanrahan—Fears and Superstitions of Preg- 
nancy. 

The Committee furnished radio talks to LaSalle 
County Medical Society for broadcast fram a local sta- 
tion. 

As a courtesy to the Chicago Dental Society, the ra- 
dio time usually filled by the Educational Committee 
during the week of August 7, was given over to dentists 
to broadcast for the Dental Congress. 

Copies of radio talks furnshed listeners in Iowa, 
Michigan, Indiana, Wisconsin and Illinois. 





SPEAKERS’ BUREAU: 


75—Speakers scheduled for lay meetings— 
Men’s club of a church 
Kiwanis 
Women’s Clubs 
Lions 
College groups 
Teachers Institutes 
Rotary 
Nurses Association 
Parent Teacher Associations 
One of the big things in connection with the Speak- 
ers’ Bureau during the summer months, has been the 
scheduling of speakers for the Chicago Medical Society 
series of lectures at the Hall of Science, A Century of 
Progress. The Educational Committee has scheduled 
four physicians every week and will continue to do so 
throughout the remainder of the Fair. Each of these 
lectures has been attended by between 150 and 250 
people. The following schedule was arranged for July 
and August: : 
William Allen Pusey—Plans and Purposes of the 
Medical Exhibits. 
Walter Fischer—Foot Problems. 
Lathan A. Crandall—Progress in the Control of Pain. 
Aaron Arkin—The Factors of Safety in the Human 
Body. 
M. J. Hubeny—Story of X-Ray and Radium. 
J. Roscoe Harry—Why Men Break Down Between 
40 and 55. 
H. W. Elghammer—Rheumatism in Children, 
Robert W. Keeton—Fat and Thin. 
Kenneth K. Jones—Vitamines. 
Philip Lewin—Infantile Paralysis. 
John Wolfer—Cancer of the Breast. 
Gilbert FitzPatrick—The Canti Film. 
George B. Lake—Mental Hygiene. 
Fremont A, Chandler—The Crippled Child. 
Clifford J. Barborka—Diet in Health and Disease. 
Francis E. Senear—Care of the Skin. 
Max Cutler—Cancer. 
Elmer Kenyon—Disorders of Speech. 
S. M. Feinberg—Hay Fever. 
Charles F. Read—Mental Health. 
Hart E. Fisher—Demonstration of Evolution of Re- 
suscitation. 
I. Harrison Tumpeer—Allergy in Children. 
R. K. Packard—Health Examinations. 
Meyer Solomon—Mental Health. 
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Alex S. Hershfield—Control your Emotions. 

Austin A. Hayden—Conservation of Hearing. 

Laurence Hines—Heart Disease. 

J. Roscoe Harry—Heart. 

Tell Nelson—Hay Fever. 

Ralph H. Kunstadter—Endocrine Glands in Children. 

Frank Jirka—Cancer. 

Charles Schott—The Common Cold, Upper Respira- 
tory Infection, Its dangers and Prevention. 

Frederick B. Moorehead—Cancer of the Mouth and 
Jaws. 

Frederick Christopher—Everyday Surgical Emergen- 
cies, 

Gilbert P. Pond—The Development of the Mind of 
Youth, 

Arthur J. Cramp—Pink Pills and Panaceas. 

Frank P. Hammond—Turning Back the Human 
Clock. 

C. F. Sawyer—Gall Bladder. 

Robert S. Berghoff—Heart Disease. 

W. W. Bauer—Popular Beliefs Which Are Not So. 

Aaron Arkin—Heart Disease. 

Edward Lyman Cornell—Prenatal Care. 

A new list of suggested subjects was compiled early 
in the summer and sent out to all organizations using 
the Speakers’ Bureau during the past two years; lists 
also sent to the officers of all county and branch med- 
ical societies in the state. An article announcing this 
service to the public appeared in the Illinois Health 
Messenger for August 15. 

Doctor Camp gave a paper about the work of the 
Educational Committee of the Illinois State Medical 


Society at the Secretaries Conference of the American 
Medical Association in September. 

Doctor Ferguson has been invited to give a paper at 
the conference of School Physicians preceding the 
meeting of the American Public Health Association at 
Indianapolis in October. 





SCIENTIFIC SERVICE 


3—Clinics for Crippled Children: 
Whiteside County 
Jackson County 
Warren County 
6—Pediatric Postgraduate Courses in the following 
counties : 
Warren County 
McLean County 
Quincy (Adams County) 
Peoria 
Winnebago 
LaSalle 
2—Speakers for Perry County. 
1—-Speaker for annual meeting of Vermilion County 
Medical Society. 
3—Speakers for LaSalle County. 
1—Speaker for Sherman Hospital Staff—Elgin. 
1—Speaker for Monmouth Medical Club, 
1—Program for Rock Island County Medical Society. 
z—Officers of State Medical Society on program of 
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annual meeting of the Illinois Tuberculosis As- 
sociation. 
1—Speaker for DeKalb County Medical Society. 


1—Program on Sleeping Sickness for Monroe County ° 


Medical Society Educational Committee sent out 
press releases and invitations to all doctors in 
that section announcing this program. 

2—Programs for Will-Grundy County Medical So- 
ciety. Thomas P. Foley—Medical Economics. 
Francis E. Senear—The Role of Fungus In- 
fections in Dermatology. 

A new list of speakers and subjects for county med- 
ical society programs was compiled, mimeographed and 
sent to all officers of medical societies. The number 
of speakers has grown considerably during the past 
four years and it is not at all difficult to arrange in- 
teresting programs for any section of the state. 





MISCELLANEOUS 

Following the publication in the Illinois Medical 
Journal of the list of package libraries available in the 
office of the Educational Committee numerous requests 
have come for the loan of this material, Members of 
the medical society may borrow these package libraries 
for a period of two weeks; they are especially helpful 
to physicians preparing lectures or papers for lay use. 

Chairman of the Education Committee of Wayne 
County Medical Society (Michigan) visited office of 
the Illinois State Medical Society Educational Com- 
mittee. 

Conference with officers of American College of Sur- 
geons concerning radio broadcasts during the October 
meeting of that organization. 

Assisted Woman’s Auxiliary of Chicago and State 
Medical Societies. 

Attended annual meetings of the American Medical 
Association, Illinois Society for Prevention of Blind- 
ness, Chicago Medical Society, National League for the 
Hard of Hearing, Secretaries Conference of the Amer- 
ican Medical Association. 

Publicity given to the exhibits of the Chicago Med- 
ical Society at A Century of Progress. 

300—Outlines for public health work mimeographed 
for the Illinois Federation of Women’s Clubs. 

Moving picture films secured for doctors. 

Respectfully submitted, 
Jean McArruur, 
Secretary. 





AUXILIARY NOTES 
Greetings to the Members of the Woman’s Auxiliary 
to the Illinois State Medical Society: 
I am more than glad to have this opportunity to ex- 
tend my greetings and sincere good wishes to the 


Woman’s Auxiliary to the Illinois State Medical So- 


ciety. 

In our democratic plan of medical and auxiliary or- 
ganization, the county medical society is the basic unit. 
It is the only door through which admission may be se- 
cured to the state, and national auxiliaries. It is the 
sole judge of the applicant’s membership qualifications. 
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It is the local representative of the state and national 
organizations. It is the most important unit and there- 
fore has certain very definite and grave responsibilities. 

When the county society auxiliary fails, the state 
and national groups fail. The state auxiliary is strong, 
active and achieving, only when its component county 
auxiliary units seriously assume and discharge their 
responsibilities. The parent organizations are dependent 
upon their basic units. I believe that this fundamental 
fact is too often overlooked or ignored by the members 
and officers of both state and county auxiliaries. 

I am a firm believer in state’s rights. I plan to stress 
the educational program, the public relations program, 
the advance of Hygeia for each individual state, and 
a system of press and publicity work among members 
of neighboring state auxiliaries. 

At present we all realize that the auxiliary picture 
is changing almost by leaps and bounds; it is hard to 
keep pace with the times, but state by state and each 
county with its state joining in working plans, our pic- 
ture can be kept to its true color scheme. Our brushes 
must never be idle, our color tubes must be every ready 
to tint, daub, or even splash on the paint. Our com- 
mittee chairwomen are all skillful artists in their line 
of work, and will be ever ready to suggest the right 
shade of blue, red, green or brown which you need to 
make your state picture worth the painting. 

I believe every state and county president should 
make a systematic search for wasted effort in her 
county organization; should try to fill gaps, eliminating 
all overlapping in the program of work. It may be 
regarded as axiomatic that wherever mass activity or 
interest is concerned, a group must either /ead or be led. 
I firmly believe there is no third possibility. The lead 
for all things in which medicine has close contact, and 
in which medical science or practice plays the vital role, 
should be taken by medical organizations and their lay 
representatives, the auxiliaries. 

Our imperative need today is an undistorted sense 
of values, constructive thought, logical reasoning and 
sound judgment, combined with common sense and 
“team work.” We as “doctor’s wives” know that to no 
one is life level all the way; there are depths to go 
through, and heights to climb, and we need courage 
and inspiration. . 

We all realize the most helpful element toward the 
doctor’s success is the wife who is interested in her 
husband’s profession, the most helpful single thing to 
the Medical Profession is the organized effort of the 
physicians’ wives as represented in the Auxiliary. The 
physician of today is like any other business or profes- 
sional man. He seeks a livelihood and yet wonders how 
he can better help humanity. His opinions so far as 
the public is concerned are unbiased. But the Cults 
credit ulterior motives and his handicaps are great. 
Now the time. has come when the physician’s wife 
should thoroughly know: all the problems surrounding 
his life, and a vast field of educational: opportunities 
Opens up to both of them. She can, and will, and is 
now playing an ever increasing role in this immense 
field of health education. 
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Illinois is in the front auxiliary ranks doing a specific, 
specialized piece of Public Relations work—county by 
county, city by city and club by club. 


The past decade has witnessed the expansion of 
medicine far beyond the giving of drugs and surgery. 
Its broader opportunities and obligations in social, 
economic and educational matters in which good health 
is a dominant factor are apparent as never before. And 
into this field your Illinois program is fitting splendidly. 


There is much that may be done, as outlined in the 
official program of the Auxiliary of the American 
medical Association. But each state and every county 
in each state will find some local project worthy of their 
efforts. I desire here to emphasize especially the op- 
portunity afforded for improving in every community 
the health of the children. It is a fundamental need at 
the present time. We, of the Auxiliary, know that al- 
most all women’s organizations are largely concerned, 
both directly and indirectly with the progress of scien- 
tific medicine, and the women’s organizations offer 
unusual opportunities for presenting to these groups 
some of the elementary facts regarding the work which 
the American Medical Association is trying to accom- 
plish. 

Membership in lay organizations is essential for there 
is such a large niche for which just the work of the 
auxiliary is fitted. Surely where lay dictation of med- 
icine is concerned, especially that section of the attempt 
put forth by well meaning but misguided organizations 
of women, the best lay organization in existence, the 
Doctors’ wives, should find a niche to step into and 
do the guiding. The field is rich with possibilities, and 
I have watched for years with growing interest the 
Illinois auxiliary step in gently but firmly with a guid- 
ing hand. Concerted effort always accomplishes when 
individual intention is slow. 

It is particularly in the smaller communities in our 
sparsely settled regions, where social activities are not 
so multitudinous, that the influence of the auxiliary will 
be most needed, and most heartily welcomed. If you 
study the annual State Reports as they will come to 
you in the Official Record of the Milwaukee meeting, 
you will realize the Auxiliary has permeated many 
places, and has really stirred up a great deal of thought, 
and made for better things in many directions. And 
I trust that with the same good sense and the same 
conservative attitude toward medical problems in gen- 
eral, which have characterized the auxiliary to date, it 
will continue. It is my fondest wish that we may have 
throughout the country a strong, sensitive organization 
which shall constantly be alive to the public pulse, and 
ready and willing to initiate any activity the Advisory 
Board of a county deems wise. You in Illinois have 
been blessed with much success along this line to date. 
May it continue. 

I certainly wish for you the superlative of success, 
and may the pleasure of duty well done be yours. 

Mrs. JAMES BLAKE, President 

Woman’s Auxiliary to the American Medical 

Association. 
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STATE PRESIDENT OF THE AUXILIARY 
HONORED 

The members of the Vermilion County Medical 
Auxiliary gave a dinner at the Danville Country Club, 
Tuesday evening, September 5, honoring Mrs. Solomon 
Jones, the State President. There was a large gather- 
ing of the members, all joyous and happy to pay high 
honor to Mrs. Jones who has been an enthusiastic and 
tireless worker in her home auxiliary, since its organ- 
ization about six years ago. 

Mrs. Jones, one of Danville’s most prominent women, 
has had many years of experience in the county and 
state work. The Vermilion County Auxiliary is very 
proud of her and predicts, with her ability, good judg- 
ment, sound wisdom and tactfulness, an outstanding 
year for the state organization, under her leadership. 

During the dinner special music was enjoyed and 
later the guest speaker, Mrs. Philip Kreuscher, the 
state organization chairman, gave a very interesting 
talk to the auxiliary unit. 


Apvisory COMMITTEE 


Dr. R. R. Ferguson, Chairman 
4013 Milwaukee Avenue, 
Chicago, Illinois 

Dr. Charles J. Whalen, 

25 East Washington Street, Chicago, III. 

Dr. John R. Neal, 

Springfield, Illinois 
Dr. Harold M. Camp, 
Monmouth, Illinois 
Dr. Charles D. Center, 
Quincy, Illinois 
County PRESIDENTS 

1. Carroll County: Mrs. G. H. Cottral, Savanna, 
Illinois. 

2. Coles and Cumberland County: Mrs. Sherman F. 
Bigler, Neoga, Illinois. 

3. Cook County: Mrs. Lucius Cole, 1117 North 
Lathrop Avenue, River Forest, Illinois. 

Branches: Aux Plaines—Mrs. H. M. Peterson, 1127 
North Le Claire Avenue, Chicago, Illinois; Englewood 
—Mrs. D. A. Vloedman, 12152 St. Ann Street, Chicago, 
Illinois; Jackson Park—Mrs. Meyer Solomon, 5426 
East View Park, Chicago, Illinois; North Shore—Mrs. 
F. QO, Fredrickson, 1214 Elmdale Avenue, Chicago, 
Illinois; North Side—Mrs. Michael Mason, 2258 Lin- 
coln Park West, Chicago, Illinois. 

4. Douglas County: Mrs. E. S. Allen, Arcola, II- 
linois. 

5. Kane County: Mrs. Imas P. Rice, 727 North Oak 
St., Aurora, Illinois. 

6. Livingston: Mrs. E. G. Beatty, 621 West Lincoln 
Street, Pontiac, Illinois. 

7. McLean County: Mrs. H. W. Grote, 50514 North 
Evans Street, Bloomington, Illinois. 

8. Marion County: Mrs. William N. Hamilton, 
Odin, Illinois. 

9. Randolph County: Mrs. J. W. Beare, Chester, 
[ilinois. 


October, 1933 


10. St. Claire County: Mrs. I. L. Foulon, 608 Wash- 
ington Street, East Saint Louis, Illinois. 

11. Rock Island County: Mrs. W. D. Chapman, 
Silvis, Illinois. 

12. Sangamon County: Mrs. E. E. Heglar, 1900 
West Lawrence Avenue, Springfield, Illinois. 

13. Vermilion County: Mrs. O. W. Michaels, 
Muncie, Illinois. 

14. Will-Grundy County: Mrs. L. J. Fredrick, 420 
Richard Street, Joliet, Illinois. 

The President, Mrs. Solomon Jones, announces that 
Mrs. Charles D. Center of Quincy has consented to 
accept the office as councilor of the sixth district on 
the board of directors—Woman’s Auxiliary to Illinois 
Medical Society. 

Mrs. Center is the wife of Dr. Charles D. Center, 
president-elect of the Illinois State Medical Society and 
a member of the Advisory Committee to our Auxiliary, 
She will bring to the board her valuable judgment ac- 
quired through years of active service in women’s civic 
organizations and the Illinois Congress of Parents and 
Teachers in the Western part of the state. 

The next meeting of the Board of Woman’s Auxiliary 
to the Illinois State Medical Society will be held Sat- 
urday morning, November 18, 10:00 o’clock, the Stevens 
Hotel, Chicago. 

The State Auxiliary extends sympathy to Mrs. Sol- 
omon Jones, our president, because of the recent death 
of her sister. 

The officers of the Woman’s Auxiliary to the Chicago 
Medical Society were entertained at a delightful tea 
on Wednesday afternoon. September 20, at the home of 
Mrs. William R. Cubbins, state chairman of the Public 
Relations Committee. The purpose of this meeting was 
to discuss a plan of work for the state Public Relations 
Committee. Mrs. Cubbins outlined a splendid new pro- 
gram which she had previously presented to officers 
of the Society and members of the Educational Com- 
mittee. 

Plans were fully discussed for the first public meet- 
ing to be sponsored by the Woman’s Auxiliary to the 
Illinois State Medical Society and the Woman’s Aux- 
iliary to the Chicago Medical Society. This meeting 
will be held at the Illinois Host House, A Century of 
Progress on Wednesday, October 11, 1933, 11:00 to 
12:00 A. M. The speaker will be Doctor Charles F. 
Read, Managing Officer, Elgin State Hospital, the sub- 
ject, “Mental Health.” Mrs. Solomon Jones, the state 
president and Mrs. Lucius Cole, state president-elect 
and president of the Chicago Auxiliary will preside. 

A luncheon has been arranged following the lecture 
in the Trustees’ Lounge, the Hall of Science. Physicians 
and their wives are cordially invited to attend the lec- 
ture and luncheon. 





CANCER MORTALITY HIGHER IN 1932 
THROUGHOUT THE UNITED STATES 
According to The Statistical Bulletin of the Metro- 
politan Life Insurance Company, The Cancer Mortality 
was Higher in 1932 throughout the United States, 
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“Even when half of 1932 had elapsed, there were un- 
mistakable indications that the year was destined to 
record a considerable rise in the cancer deathrate in 
the United States and that, at the completion of’ the 
year, the mortality from this disease would register a 
new maximum. We forecast this result in the Statistical 
Bulletin of July, 1932, basing our judgment on the 
unprecedented rise in deaths from cancer among the 
many millions of Metropolitan Industrial policy-holders. 
The facts for this large group of people (which become 
available months before it is possible to obtain like 
information for the general population of the country) 
have always proved to be a good index of what is 
happening to the people of the country as a whole. 


Recently there have come to hand preliminary mor- 
tality reports, for the year 1932, issued by the Bureau 
of the Census; and these show definitely that a large 
increase in cancer deaths in 1932, throughout the 
United States, actually occurred. These Government 
reports relate to 30 states, comprising 47 per cent. of 
the population of continental United States. There 
were increases in 25 of them. The 1932 cancer death- 
rate in this area was 2.7 per cent. higher than the pre- 
vious maximum, recorded in 1931. The rise would 
have been much greater but for the fact that New 
York, the most populous state, comprising nearly 
one-quarter of the people in these 30 commonwealths, 
registered the relatively small increase of 1.3 per cent. 
in cancer mortality last year. 


In two of the 30 states, the cancer deathrate rose 
more than 20 per cent. in 1932; and in seven states, 
more than 10 per cent. In Nevada, Montana and Ver- 
mont, respectively, the enormous increases of 29 per 
cent, 22 per cent. and 17 per cent. were registered. 
Nine states recorded increases from 5 to 10 per cent. 


Particular interest attaches to the facts for New 
England, where all six states show large rises: 4.9 per 
cent. in Massachusetts; 5.4 per cent. in Maine; 6 per 
cent. in Connecticut; 7.2 per cent. in Rhode Island; 
11.1 per cent. in New Hampshire, and 17.3 per cent. 
in Vermont. In these states there is a more rapidly 
increasing proportion of persons in the higher age 
groups than obtains for the country as a whole; and 
this may explain, in part, the very considerable increase 
in cancer mortality in New England. In other parts of 
the country, the more note-worthy rises were 7.4 per 
cent. in Colorado; 9.5 per cent. in Delaware; 10.8 per 
cent. in Idaho; 7.7 per cent. in Kansas; 5.4 per cent. in 
Maryland; 22.2 per cent. in Montana; 12.0 per cent. in 
New Mexico; 29.3 per cent. in Nevada; 11.5 per cent. 
in North Dakota, and 8.1 per cent. in West Virginia. 
Certain of these states have small populations, and 
in them we must not attach too much significance to 
large per cent. increases in a single year. In Nevada, 
for example, the 29.3 per cent. rise in the cancer death- 
tate is based on 65 deaths in 1931, and 85 in 1932. The 
data from these 30 states thus clearly indicate that the 
cancer rate increased appreciably, last year, throughout 
nearly one-half of the population of the United States, 
although negligible declines were recorded in New 
Jersey, Arkansas and Washington, together with de- 
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creases of 3.5 per cent. and 4.2 per cent. respectively 
in Georgia and Wisconsin. 

Census Bureau mortality reports for 1932 from such 
populous states as Pennsylvania, Illinois, Ohio, Michi- 
gan and California are not available, as yet and will be 
awaited with keen interest. Lacking them, we cannot 
tell whether the rise in the cancer deathrate for the 
entire country, in 1932, was more—or less—than the 
2.7 per cent. shown for this group of 30 states. Enough 
is already known, however, to make it very probable 
that the increase in the cancer deathrate throughout 
the United States, in 1932, was greater than average 
annual increment recorded over the ten preceding years. 
The persistent rise in the mortality from this disease, 
coupled with the marked acceleration in more recent 
years, is a disquieting item in the public health picture 
of the country. 

The table below shows the deathrates from cancer, 
in 1932 and 1931, in these 30 states together with the 
per cent, increase or decrease in each.” 








DEATHRATE PER 100,000 




















POPULATION PER CENT. 

STATE | CHANGE 

1932 | 1931 | 1932 FROM 

1931 

TOtAak.... : anes 108.5 105.6 + 2.7 
I 5 684 DE a 44.4 45.1 — 1.6 
Colorado... ave Ried 105.4 98.1 + 7.4 
Commectiont............ 124.4 117.4 + 6.0 
Delaware... # tates 121.3 110.8 + 9.5 
po SS re 53.0 54.9 — 3.5 
Idaho. . 77.2 69.7 +10.8 
Indiana 113.6 108.4 + 4.8 
Iowa..... 121.1 118.7 + 2.0 
TID 55-58 iho Sa ese hae 104.3 96.8 + 7.7. 
Ded «sibs se cote 73.6 69.8 + 5.4 
MR Sic eale. ha putea es 147.3 139.8 + 5.4 
De er 116.9 110.9 + 5.4 
Massachusetts.......... 143.0 136.3 + 4.9 
I eee 127.7 123.4 + 3.5 
Mississippi............. 55.7 55.4 + 0.5 
RS 5 x 445 00 5:0 cm 908 95.4 78.1 +22.2 
p EEN ee ere. 102.7 102.6 + 0.1 
ONE oars 5.800.085 91.4 70.7 +29.3 
New Hampshire........ 160.5 144.3 +11.2 
| SS aee 111.0 112.2 -— 1.1 
New Mexico........... 51.3 45.8 +12.0 
1 OC |e ee 427.5 125.9 + 1.3 
North Dakota.......... 76.4 68.5 +11.5 
Rhode Island........... 142.3 132.7 + 7.2 
South Dakota.......... 82.0 80.2 + 2.2 
ER 55 feiss se 8% 140.0 119.4 +17.3 
Waeahimeton. 0:0 0.66 sees 113.4 116.1 — 2.3 
West Virginia . 63.7 58.9 + 8.1 
Pe ee ee oe 113.4 118.4 — 4.2 
WIN ore eceécsi-s cartel 69.0 65.8 + 4.9 





Source: Provisional Mortality Statistics. United States Bureau of 


the Census. 





THE APPENDICITIS RATE 


In a recent issue of The Spectator, F. L. Hoffman 
urged that more attention be accorded to the high 
death rate in this country from appendicitis. Accord- 
ing to a recent bulletin from the New York City De- 
partment of Health, Hoffman cites the appendicitis 
mortality in sixty American cities from 1910 to 1931, 
inclusive, and shows that there has been practically 
no change in the mortality rate during the period. 
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THE CHOICE OF CATARACT EXTRAC- 
TION FOR SENILE CATARACT* 
Oscar B. Nugent, M.D. anp Wm. A. 
Fisuer, M.D.t 
CHICAGO 

The ideal in cataract surgery is a method by 
which the lens can be removed within the cap- 
sule with the least trauma to the eye and one 
which allows all of the various parts to remain 
in as near a normal position in relation to each 
other as is possible. 

In order to arrive at the ideal, there must 
be a perfect coaptation of the wound edges 
and the wound properly secured by sutures 
to assist in preventing its reopening. The iris 
shall not have been injured during operation, 
the sphincter intact, the pupil round; there 
should be no broken continuity of the vitre- 
ous body, and the lens must have been remov- 
ed within its capsule. 

In another paper,’ read elsewhere, it was 
stated that traction, with more or less external 
pressure, should be the principle upon which 
all cataract technic should be based. The rea- 
son for this is that least trauma to the eye is 
produced by this method of applying motive 
power to the lens than by any other method. 

It is not necessary for any operator to choose 
the type of operation he is to use wholly upon 
the advice of any of the various experienced 
operators. The type of operation he is to em- 
ploy should be chosen from the results of his 
past experiences, for his future success will 
depend upon a technic, which will best allow 
him to operate with the least number of com- 
plications. However, there are certain funda- 
mentals which should not be overlooked. These 
will be spoken of later. 

Meller? rejects as unsuitable for general 
adoption, the Smith-Indian and the Barraquer 
operations. This statement may be justifiable 
in a measure, but not wholly so for while there 
is no doubt the Smith-Indian method has its 
objections which are obviously found in the 
principles upon which it is designed; never- 
theless, much credit is due Smith and his form 
of operation for the present day advancement 
*Read before the Section on Eye, Ear, Nose & Throat, IIli- 
nois State Medical Society, at Peoria, May 16, 1933. 


. From the Ophthalmological Department of the Chicago Eye. 
Ear, Nose and Throat Hospital, 
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in cataract extraction. The objections to the 
Barraquer operation, however, cannot be found 
in its principles for here we have the most 
perfect and ideal method of extraction of all 
forms, and the objections can only be found in 
the machinery necessary for its use. Fisher*-! 
has greatly simplified the suction apparatus 
which he has described. Few operators in 
America are using the suction method, among 
them being Green Brothers of California, 
Crossley of Chicago, Wolfe,® the authors** 
and others. 

Extraction by the forceps method, when suc- 
cessful, is an ideal operation and can be made 
successful in a large percentage of cases by the 
highest trained operators. Many good opera- 
tors prefer this method, among whom are Kall, 
Elschnig, Safar, Suker, Gradle, Gifford of Chi- 
cago, Knapp of New York,® O’Brien of Iowa 
City,?° Mills of California’: and others. The 
advantage in the forceps operation is found 
in its simplicity and the lack of so-called com- 
plicated machinery and instruments. Its prin- 
cipal drawback is the higher percentage of 
burst capsules. 

In ease of success in both the forceps and the 
Barraquer operations there is essentially no 
difference for in each case the extraction was 
affected by traction. The suction method, in 
our opinion, is the most desired, however, be- 
cause of the fewer broken capsules, which is 
more than enough in its favor to offset its 
chief objection, i. e., the necessity for vacuum- 
producing machinery. It is obvious, therefore, 
that the best trained forceps operator cannot 
reduce his percentage of broken capsules as 
low as can the experienced Barraquer oper- 
ator.7? Harrison,’* in a resume of 117 cataract 
extractions performed by Prof. Barraquer in 
his presence, gives the percentage of broken 
capsules at approximately 1 per cent. Such 
a low percentage of broken capsules is not ac- 
eredited to the foreeps method of extraction. 
Elschnig’* reports 69.2 % of unbroken capsules. 

The Barraquer operation has another advan- 
tage, and that is that all, except dislocated, 
lenses can be grasped with thé suction’® but 
not all lenses can be grasped with the forceps. 
Kadlicky*® states that in his series of cases, it 
was impossible to grasp the capsule in 23% of 
eases; therefore, in nearly one out of every 
four cases he must employ some other technic, 
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if he wishes to still use traction which is his 
operation of choice. 

Menacho’* sets forth the idea the while we 
are waiting for the surgical ideal of a perfect 
intracapsular operation or for the medical 
ideal of cataract prevention, cystotomy must 
be resorted to, but the authors cannot imagine 
areason for such a statement. 

A few years ago when the Smith-Indian 
operation occupied the attention of the oph- 
thalmie world, vitreous loss was an outstanding 
complication and was frequently reported as 
being from 7 to 20 per cent, while broken cap- 
sule was very seldom tabulated among the out- 
standing complications; but, today, broken 
capsule is receiving greater attention due to 
the changing from expression to traction as 
the motive power of extraction. 

Following is a short resume of the prelimi- 
nary examination, preparation and method of 
cataract extraction which has served us best: 
Preliminary Examination: This should con- 
sist of taking of the blood pressure, intraocular 
tension, x-ray of the teeth and sinuses, exam- 
ination of the nose, mouth and throat, blood 
sugar, blood urea, blood Wasserman and Kahn 
tests, basal metabolism, smear and culture of 
the contents of the conjunctiva and lacrimal 
sac, and urinalysis. If any pathology is found 
same should be eradicated and the parts put 
in as normal condition and as free from 
pathology and infection as is possible. 
Preparation: The patient should enter the 
hospital the day before the operation and after 
the above examinations have been made. A 
light evening meal is given; the blood-pressure 
and ocular tension is again taken; the patient 
is bathed and given an enema and 10 grains of 
barbital at bed-time to induce rest and sleep 
the night’ before the operation. Three hours 
hefore the operation 10 grains of barbital are 
again given. 

The morning of the operation, an ointment 
of euphthalmine and coeain, 5 per cent, is placed 
in the conjunctival sac. This is repeated every 
hour until time of the operation. This will 
cause the pupil to dilate without paralysis of 
the sphincter pupili in order that the pupil can 
be contracted by eserin immediately after the 
tataractous lens has been delivered through 
the large pupil. Atropine is used instead of 
cocain and euphthalmine to dilate the pupil in 
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cases where it has been previously decided to 
perform a complete iridectomy before extrac- 
tion as in the case of younger patients with 
early or pre-senile cataract in whom an intra- 
capsular extraction is to be attempted; also in 
cases of intumescent cataracts and other types 
of cataract with weak capsules as determined 
by slitlamp examination.’ 

If in cases of high blood pressure, an attempt 
at reduction has not brought it below 170, 
then from 200 to 250 ec. of blood should be 
drawn from the vein one-half to one hour be- 
fore operation as described by Elschnig."* 
Preparation on operating table: The eyelids 
and surrounding area are washed with soap 
and water and the eyelashes are cut off. Three 
instillations of a 5 per cent cocain solution 
are made at intervals of 5 minutes and the skin 
of the eyelids and face is painted with a 5 per 
cent tincture of iodine solution and the face 
is draped with a thin gauze moistened with a 
bichloride solution (1-2000) with an aperture 
large enough to expose the orbit only. 

Akinesis and anesthesia are now performed 
according to the Nugent and Van Lint methods, 
which are as follows: 

Nugent’s Method of Anesthesia: With a 2 cc. 
syringe and a very fine, sharp needle, two 
minims of a 1 per cent. novocain solution is 
injected into the skin at five different places as 
indicated in Figure 1; once in each eyelid 














Fig. 1. Nugent’s five points of anesthesia. 


where the suture is to be placed (A&B); the 
third injection is placed 15 m.m. to the nasal 
side of the external canthus and just above the 
lower bony margin of the orbit (C), at the 
place where the needle passes through the skin 
while doing a deep orbital injection (Fig. 2) ; 
the fourth, just 20 m.m. to the temporal side 
of the third and on a level with it for blocking 
the seventh nerve (D, Fig. 1) and the fifth 
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just above the outer end of the brow line to 
accommodate the needle for blocking the 
seventh nerve (E, Fig. 1). 

One ec. of a 1 per cent. solution of novocain 
is injected in the region of the ciliary ganglion 
and two or three drops of a 1 per cent. solution 
of novoeain is injected into the conjunctiva in 


























Fig. 3. Superior rectus injection. (Elschnig.) 
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Fig. 4. Van Lint method of akinesis. (Nugent.) 





the region of the superior rectus muscle (Fig. 
3). 

For the blocking of the seventh nerve, 5 ce. 
of a 1 per cent. solution of novocain is injected 
in three places according to the method of Van 
Lint, as illustrated in Figure 4. 

The lid stitch is put in, looped and left un- 
tied. (Fig. 5). 

This is followed by placing the superior rec- 
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tus guides suture, using the superior rectus 
forceps to pick up the muscle (Fig. 6) while 
the stitch is being inserted (Fig. 7). 

Fisher’s lid hooks (Fig. 5) are now put in 
by the assistant and the superior rectus suture 
held up by the assistant along with the upper 
lid hook. 








\ Aft 

















Fig. 5. Showing superior rectus guide suture, lid 
suture, and conjunctival suture, which latter is in and 


looped. (Fisher.) 

















Fig. 7. Use of Nugent’s superior rectus forceps. 


(Nugent.) 


The conjunctival sae is irrigated with a 
1-4000 solution of bichloride of mercury and 
the excess removed from the cul-de-sac with a 
medicine dropper. 

Operation: The incision is made in the right 
eye while the operator stands at the patient’s 
head and in the left eye while he is standing 
at the left side of the patient, using the right 
hand with which to hold the knife for making 
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the incision in either eye. A conjunctival flap 
is included with the incision (Fig. 8). The 
cornea is slightly lifted by picking up the con- 
jnnctival flap with the cataract utility forceps 
(Fig. 9) while a small peripheral iridotomy is 
made at 12 o’clock with DeWecker scissors as 
described by Elschnig (Fig. 10). Two con- 
junctival sutures are placed in the conjunctival 
fap and looped to accommodate the lifting of 
the cornea for the passage of the lens (Fig. 5). 




















Fig. 8. Including conjunctival flap with incision. 


(Fisher.) 








Fig. 9. Picking up the flap with Nugent’s cataract 
utility forceps while the suction cup is being applied, after 
which it is used as an expression hook to assist in 
delivering the lens. (Nugent.) 


If the sphineter pupili has contracted and 
caused the pupil to be too small it is better to 
make a full iridectomy at this time as a colo- 
hboma in the iris is preferred to a broken capsule 
which is liable to result if the pupil is too small 
and resists the passage of the lens. 

Blood in the anterior chamber can usually 
ve removed by allowing a small stream of warm 
sterile water (Fig. 11) to flow upon the wound 
edge and at the same time stroke or massage the 
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cornea from below with the back of the cata- 
ract utility forceps. 

Lens Delivery: This is aecomplished by the 
use of Nugent’s modification of Green’s erisa- 
phake (Fig. 12) and the vacuum controlled by 
the oral valve (Fig. 12): the cornea is lifted 
by the cataract utility forceps and the erisa- 











Fig. 10. Making peripheral iridotomy. (Elschnig.) 

















Fig. 11. Removing the blood from the anterior chamber. 
(Fisher.) 


phake placed very lightly and evenly on the 
lens as low as the pupil will permit, so as to 
avoid the grasping of the iris. The operator’s 
tongue is then applied to the opening in the 
oral valve, which is held in the mouth and the 
erisaphake is held perfectly still for seven sec- 
onds, as described by Fisher. It is then moved 
in such a manner as to move the lens gently 
from side to side in many directions so as to 
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put the zonular fibers on the stretch, loosening 
up the lens quite slowly by rotating the handle 
toward the operator in the hand between the 
thumb and fingers, accompanied by a slight 
rotation of the hand. 

The lens is turned so that the lower edge is 
brought out first (Fig. 13); at the same time 
the suction cup is being turned. Nugent’s 
cataract utility forceps are closed, placed on 
the limbus at 6 o’clock where pressure is made 
to assist in breaking the zonular fibers at this 
point and as the fibers begin to tear and the 
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Fig. 12. Nugent’s oral vacuum valve and modification 
of Green’s erisaphake. (Nugent.) 























Fig. 13. Removing the lens after it has been tumbJed. 
(Nugent.) 


lens is tumbling, the forceps are brought up 
higher on the cornea, making steady pressure 
on the lens through the cornea, thus assisting 
in effecting its delivery, as described in Elsch- 
nig’s'* and Fisher’s books.* 

As this is one of the most important steps 
in the operation, some things to be remembered 
will be re-tabulated below: 

1. All blood should be removed from the 
anterior chamber. 
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2. The erisaphake should be held lightly in 
the hand like a writing pen. 

3. The cornea should be lifted to give the 
operator a clear view of the lens. 

4. All pressure should be avoided in apply- 
ing the suction cup to the lens. 

5. The suction cup is applied evenly to the 
lens in such a way that the iris will not be 
caught when vacuum is created. 

6. At least seven seconds should elapse after 
the vacuum has been created before any at- 
tempt is made to move the lens. 

7. The first movement to be affected is a 
gentle slow moving of the lens from side to side 
and from below upward. 

8. The erisaphake is rotated in such a man- 
ner as to allow the suction cup to rotate around 
the lens causing the lens to turn so as to bring 
its lower edge forward and up while the upper 
edge goes backward and down. 

9. The lens must be turned without depress- 
ing it or attempting to raise it until the lower 
edge is well in the anterior chamber. 

10. At the moment the lens starts to rotate 
the conjunctival flap is released from the cata- 
ract utility forceps which is closed and placed 
on the limbus at 6 o’clock where slight pressure 
is made towards the optic nerve. To facilitate 
the breaking of the zonular fibers at this point 
and as soon as the lens has turned sufficiently 
to allow the lower edge to appear over the lower 
border of the pupil, the force is applied up- 
ward to the lower surface of the lens and made 
to assist in its delivery. 

11. Every movement should be slow and 
deliberate. 

12. After the lens has been delivered and is 
still adherent to the erisaphake, it can be used 
to smooth out the cornea (Fig. 14) and con- 
junctival flap by massaging the cornea gently 
with it. 

In cases where it has previously been deter- 
mined by slitlamp examination, or otherwise, 
that a weak capsule exists, or in case the opera- 
tor has not chosen the type of suction operation 
indicated by his past experiences gained by 
repeated trials, he would break fewer capsules 
if he would follow the suction technic described 
by Fisher (Figs. 15 & 16 in which a small 
suction cup 3x4 mm. is used. This is described 
as a one-handed operation enabling the opera- 
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tor to use his best hand which is commendable 
because so few, if any, operators are ambidex- 
trous. 

The lens is delivered by applying the suction 
cup as low on the lens as the iris will permit 
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Fig. 14. Lens held by erisaphake used to smooth out 
cornea and conjunctival flap. (Fisher.) 



































Fig. 15. Using Fisher’s small erisaphake to break the 
zonula. (Fisher.) 





Fig. 16. Cross-section showing manner of applying 
Fisher’s erisaphake. (Fisher.) 
(Figs. 15 & 16). The lens is then gently raised 
until the zonula is broken and the lower edge 
appears over the lower border of the pupil. 
The vacuum is released by removing the tongue 
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from the opening in the oral valve and the 
suction cup removed from the anterior cham- 
ber. 

The lens is now delivered ‘‘after the manner 
of Knapp, and others, following a technic simi- 
lar to that of a tumbler so cleverly described 
and performed by Colonel Smith of London, 
England, and Dr. Holland and others in India.”’ 

The conjunctival sutures are immediately 
tied, using the cataract utility forceps (Fig. 17) 
and more conjunctival sutures placed, if 








Fig. 17. Tying the sutures with the cataract utility 
forceps. (Nugent.) 


_— ™ 














Fig. 18. Dressing after cataract operation. (Barraquer 
in Fisher’s book.) 


thought necessary. If the sphincter pupili has 
not been cut, eserin, 12% in ointment, is in- 
stilled and the lid sutures tied. 

If a complete iridectomy has been perfomed, 
atropine 1 per cent. in ointment should be used 
in place of eserin. The lids are covered with an 
ointment of yellow oxide of mercury, 1 per cent., 
and a double eye-patch (Fig. 18) is now ap- 
plied and held in place by five adhesive strips. 
The patient is kept in bed 28 to 30 hours. The 
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lid suture is removed and the eye operated on 
dressed in 24 hours but not opened. The eye 
not operated on is left open. A fresh dressing 
is applied to the eye operated on every day and 
the eyeball inspected about the third or fourth 
day. 

If the pupil is quite small, or if pain is present 
or there is considerable lacrimation or swelling 
of the lids or conjunctiva, atropine is used at 
the time of first inspection. 

Uncomplicated cases remain in the hospital 
about two weeks by which time the conjunctival 
sutures will have come away. If, however, they 
remain, a 1 per cent. butyn solution is instilled 
in the conjunctival sae and the sutures are re- 
moved. 

The digital tension, pupillary reaction and 
vision without glasses and with glasses are re- 
corded and the patient discharged with instruc- 
tions to return at regular intervals. Correcting 
lenses are fitted in about six weeks after the 
operation. 
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DISCUSSION 


Dr. George Francis Suker, Chicago: You have seen 
a very nice demonstration of a cataract operation—as 
good a showing as the pictures taken by Elschnig, 
Any cataract operation is done for a purpose, and that 
is, the result. The choice of operation depends upon 
your inclination, healing being more or less mechani- 
cal. Unless you have some idea of mechanics and the 
operating of mechanical instruments, you had better 
not attempt an operation of this kind. Surgery is me- 
chanical, and you have to apply the laws of mechanics 
to a large extent. 

There is no question that the ideal operation is ex- 
traction of the lens in capsule. Is the capsule such a 
bugbear that if you leave some or do not get it out 
you are going to get a bad result? Not at all. Take 
a child with congenital cataract. I do not believe Dr. 
Nugent has ever tried to remove a congenital cataract 
by this method in a child two or three years of age. 
We needle them. How often do you get 20/20 vision, 
and how little trouble do you have, and you nearly 
always have a round pupil, and more often than not a 
goodly portion of the capsule remains forever. 

Necessarily you have complications in some of these 
cases as well as in any other cataract operation. You 
have iritis, iris prolapse and vitreous loss following in- 
tracapsular extraction just as you do in any other type 
of operation. Dr, Nugent brought out a very apt point 
in regard to removal of the capsule when it bursts and 
only a part of it comes away with whole lens or some 
cortex remains. It is not at all difficult to remove this 
capsule remnant as it usually is lodged in either angle 
of the incision. Further, in an attempt to deliver the 
lens you may see something in the angle of the wound. 
You think it has broken, but if you examine the angle 
of the wound closely you will see that it is not vitreous, 
but some of the capsule is caught. 

The question arises whether or not all of us should 
attempt intracapsular extraction with these instruments. 
We have always heard Dr. Fisher and Dr. Nugent ex- 
pound intracapsular extraction by this method. It is 
a good method in their hands. I do not deny that, but 
would it be good in your hands—that is the question. 
The old operation with capsulectomy averages just as 
good visual results, and if not, it is not because of the 
surgical technic, it is because you have an intraocular 
lesion around the macular area. Every cataract case, 
except the traumatic, will show upon close perimetric 
examination some more or less definite disturbance 
around the macular area, and if it is pronounced you 
cannot get 20/20 vision, no matter what operation you 
do. Therefore it is absolutely necessary to determine 
whether you have involvement of the macular area, 
and very often taking the fields of that patient will 
give you a good idea as to whether the macular area is 
involved, and particularly the blind spot. If there is 
this involvement you will not and cannot get 20/20 
vision, no matter how perfect an operation—extra oF 
intracapsular. 

I have seen Dr. Nugent do this operation. It is an 
excellent technic. The modification he has made in 
the Barraquer operation, allowing the force to be af 
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plied by the tip of the tongue is an excellent improve- 
ment. It leaves both hands free to act, and in case of 
accident you are in a position to take care of it much 
more accurately than if the suction were determined 
by pressure of the fingers. The anesthesia he describes 
is the usual technic that should be employed by anyone 
doing cataract extractions—either the O’Brien or Van 
Lint. I prefer the Van Lint. It is less dangerous, and 
I have known of facial paralysis following the O’Brien 
anesthesia. 

Thé intracapsule. operation with capsule forceps 
(Hult-Elschnig type) is the one I would advocate for 
every operator. If you deliver the lens in capsule, well 
and good; if not, you are no worse off. Furthermore, 
if it should break you remove a much larger portion 
than by discission. Furthermore, in attempting to de- 
liver a lens by a capsule forceps, the degree of counter 
pressure employed is important. When the capsule 
is grasped, you gently rock the lens several times, and 
then with a Schwartz hook or a large strabismus hook, 
you gently press in the direction of the optic nerve from 
a point about 4 or 5 mm. below the inferior limbus. 
This pressure, with the gentle upward motion of forceps, 
causes the lens to tumble. A tumbling lens leaves the 
upper portion of zonule intact, and prevents vitreous 
prolapse when the lens is almost “born”, then with the 
hook you can roll it out, still clinging with forceps to 
capsule. A tumbling lens is the surest way to avoid 
vitreous prolapse. Should the capsule rupture before 
complete delivery, you simply proceed as in the usual 
manner of extra-capsular operation. 

I am free to confess that I have never used either the 
Barraquer or Dr. Nugent’s method. I have used the 
Smith method early in my career, and from then on I 
have come to the capsule forceps, and though you do 
break more capsules, the results are about equal. Take 
it all in all, you are safer doing the capsule forceps 
operation than doing any of the suction operations— 
and of the latter, the Nugent method is the safest. It 
is not a method to be used by the casual cataract opera- 
tor. 

The incision and closure of the wound is also a major 
portion of the cataract extraction. I believe the section 
should be made practically scleral in order to get into 
the vascular tissue. A conjunctival suture is certainly 
an advantage—one at least, if not more—for it ensures 
proper wound coaptation and allows earlier removal 
of the bandage. There is not any doubt whatsoever but 
that intracapsular extraction, by suction or by forceps, 
hastens the time of recovery. I think those who try 
to do an intracapsular extraction whose cataract work 
is limited, are far safer to do it with iridectomy than 
without iridectomy. You are operating for a result, 
not for cosmetic purposes, and if the capsule should 
happen to break where an iridectomy is performed, it 
Is as good as if the iris were not touched. If you want 
to do an intracapsular extraction either with this suc- 
tion apparatus or with forceps, make a small keyhole 
iris incision. Some irides will not dilate as rapidly 
nor as extensively as they should. Any iris should 
dilate 6 to 7 mm. for a comfortable lens delivery, and 
if it does not, by all means do an iridectomy. If it 
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dilates to 6 or 7 mm. with a round pupil, do an iridot- 
omy. 

Dr. Palmer W. Good, Chicago: I should like to 
ask how long after the deep orbital injection is made, 
the operation is started. It is my understanding that 
the tension drops rapidly and sometimes the tension is 
not sufficient to make a good incision. 

Dr. Samuel J. Meyer, Chicago: I watched Elschnig 
for two years at his clinic. He was running a series 
of intracapsular extractions, I think there were 250 
Barraquers. He would allow nobody to do a Barraquer 
except himself. He gave the method up because he 
learned to do the other method better and thought it 
safer. At that time they were using the original Bar- 
raquer vacuum machine which required four assistants 
so it was a cumbersome job, and every now and then 
the vacuum gave out when the lens was being extracted. 
One should do the operation he can best perform. The 
Barraquer in certain hands is a beautiful operation. 
The Elschnig intracapsular with its various modifi- 
cations is also beautiful. 

We have just run a series of 200 cataract operations, 
100 intra and 100 extracapsular. These were all 
private patients where one does an operation in which 
he expects to get the best result. We had 65 per cent. 
positives for the intracapsular where the capsule came 
out with the lens. The big factor we had to contend 
with was the number of needlings necessary in extra- 
capsular extractions. We all know of the complica- 
tions that may follow needling. I firmly believe that 
if an operator does many cataracts he should do the 
Barraquer or Elschnig intracapsular operation. They 
make beautiful operations when done with iridotomy 
or a basal incision with a round pupil. . 

I would like to ask Dr. Nugent if he puts in a lid 
suture in each case, and when he first dresses the eye. 

Dr. O. B. Nugent, Chicago (closing): I wish to 
thank all the gentlemen who discussed my paper, and 
particularly Dr. Suker for his kind remarks. I am 
very glad that he spoke of the complete iridectomy. 
That is exceedingly essential in some cases, and I have 
had complications where I am sure that had I not been 
so bold as to attempt to deliver the lens through an 
otherwise small pupil, I would have had better success. 
Also, I concur with him in the idea that if a complete 
iridectomy is not done, at least a peripheral iridectomy 
or an iridotomy should be done. The iridotomy is 
much easier to do with a scissors, as you saw in the 
picture, than a peripheral iridectomy. One, I feel 
is essential. 

It is possible to determine previous to operation 
whether you want to do a complete iridectomy or not. 
A slitlamp examination of the lens is extremely valu- 
able where it is discovered by slitlamp examination 
that you have a tense capsule you can be guided accord- 
ingly, or if you are sure the capsule is weak it is better 
to do a complete iridectomy. Where the slitlamp re- 
veals the quadrant on the posterior capsule, you can 
assume that it is a fairly tough capsule, and even with 
a small pupil you will be able to deliver it without 
trouble. 

Dr. Good asked how long after the deep orbital in- 
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jection is made you ought to operate. If I were doing 
a forceps operation or a Smith operation, I would want 
to make my injection almost immediately to have the 
ocular tension necessary to make delivery. But with 
pneumatic forceps it is not so essential to have high 
tension or normal tension, 

Dr. Meyer asked about the lid suture. I always use 
them. 





CLINICOPATHOLOGIC AND THERA- 
PEUTIC ASPECTS OF THYROID 
CARCINOMA* 

J. E. Beuuas, M. D. 

PEORIA, ILLINOIS 

In the routine study and management of 
goiter cases there are no particular problems 
that arise that cannot be dealt with by the 
trained general surgeon. There was a time 
when these conditions were the sole province 
of the so-called goiter specialist but accurate 
and dependable knowledge has been so well 
disseminated that a man of good general surgi- 
cal experience can readily acquire the knowl- 
edge and dexterity peculiar to these cases. 

Much work has been done in dysfunctions of 
the thyroid gland and their study, and 
the results of treatment have been brought 
to a high order of excellency notwithstanding 
the fact that all problems have by no means 
been solved. In problems of malignancy of the 
thyroid gland, considerably less interest has 
been manifested for obvious reasons. One is 
the relatively smaller incidence and another is 
the disappointing results obtained in treatment. 
Progress, however, must lie in continued inter- 
est and study and it is the opinion of the most 
informed investigators that such progress will 
lie in closer correlation between pathologic find- 
ings and clinical observations. 

The study of the thyroid gland in general 
presents phases that make it distinctive and in 
the field of malignancy it is no exception to 
the rule. Various observations of men the 
world over, have led to widely varying views 
which have been somewhat responsible for the 
chaotic state of the subject. This has given 
rise to the rather general belief that the behav- 
ior of malignancy of the thyroid gland was 
different from malignancy of other organs and 
has given investigation a sense of futility. A 
review of the literature, however, will compel 


*Read before Section on Surgery, Illinois State Medical So- 
citty, Peoria, May 16, 1933. 
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the conviction that investigators have paid 
closer attention to the findings of others, have 
made a more careful correlation of their data 
and one cannot fail to see more and more light 
reflected in each succeeding article. 

It has been believed that a normal thyroid 
gland may give rise to metastases that show 
normal thyroid structure or malignant struc. 
ture; that a malignant thyroid gland may give 
metastases that are benign or malignant; that 
a benign lesion of the thyroid may give metas. 
tases that are benign or malignant. Von Eisels- 
berg has stated that he has found a metastatic 
thyroid tumor functioning physiologically in a 
case where the original thyroid had been en- 
tirely removed by successive operations for 
malignancy, whereas at present we adhere to the 
view that the cancer cell has lost physiological 
powers, and functions only morphologically. 

Great names have been associated with these 
conflicting views among them Cohnheim, 
Kraske, Theodore Kocher and others. Much 
work has been necessary to bring the subject 
out of its maze of confusion and the greatest 
eredit goes to men like Graham of Cleveland, 
Simpson of Ann Arbor, Aschoff, Wegelin, Bé- 
rard, Williamson, Pearse, Tebbutt and Dunhill. 

With reference to normal thyroid or be- 
nign lesions causing metastases, Boyd in his 
‘‘Surgical Pathology’’ says, ‘‘It appears safe 
to say that such a condition only exists in the 
imagination. Many cases have been reported 
at once after the removal of the secondary 
growth, whereas if the author had waited one 
to two years, carcinoma of the thyroid gland 
would have developed (i. e., would have been 
clinically recognizable). Still in undoubted 
cases of thyroid carcinoma, the metastases oft- 
en show the appearance of normal thyroid tis- 
sue, what the French call ‘the return toward 
the normal’.’’ 

The difficulty has been in determining when 
a growth passes from a benign condition to 
malignancy. In a gland like the thyroid, given 
to active hyperplastic changes of diverse types 
of structure it is particularly difficult to see 
the gradation toward malignancy as the char- 
acter or arrangement of the cells may show 
little change. Such glands may be malignant 
even before the pathologists can be positive. 

In an article by Dunhill of London, all car- 
cinomas (of which twenty types have been de- 
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scribed by some writers) are classified under 
three general groups: 

1. Scirrhous carcinoma 

2. Papilliferous adenocarcinoma 

3. Malignant adenoma 


Scirrhous Carcinoma. The first compre- 
hensive description of this rather rare condi- 
tion by Billroth in 1888 is still a standard. 
This type presents the same characteristics as 
scirrhus elsewhere. It begins by the epitheli- 
um breaking through the basement membrane 
of the acini and gives rise to a small, very 
hard, fibrous, unencapsulated tumor that de- 
stroys the affected thyroid. It invades locally 
and becomes adherent and immovable. It 
spreads to the adjacent lymph glands. It must 
be distinguished from chronic thyroiditis or 
‘““woody’’ thyroid (Riedel struma type) and 
from spindle-cell sarcoma. On section, it is 
uniform in structure and consistency. Mi- 
eroscopically, it shows fibrous tissue consider- 
ably in excess of the cellular elements which 
may appear in the form of small masses, cords 
or strands. It is often associated with adenoma 
but does not invade blood vessels ; hence distant 
metastases are rare. 

Papilliferous Adenocarcinoma. When the 
thyroid tumor shows papilliferous change 
grossly and microscopically, with cyst forma- 
tion, it is classified as of this type of cancer. 
When papilliferous change is evident micro- 
scopically, but not grossly, it is a malignant 
adenoma. The papilliferous adenocarcinoma 
may originate in a previous adenoma or apart 
from adenoma. Its origin from the former is 
most numerous in goitrous regions, while its 
origin from the latter obtains in goiter-free 
areas. Papilliferous structure peculiar to this 
type of thyroid carcinoma also occurs in: 

a) Lateral aberrant thyroids 

b) Adolescent goiter 

c) Benign papilloma 
It is an epithelial hyperplastic response to 
some stimulation whether physiological or path- 
ological. Dunhill believes that malignancy 
may arise as a result of stimulation of a gland 
or portion of a gland, the cells of which are 
sub-efficient through maldevelopment. This 
opinion is all the more interesting in view of 
the recent publication of Crile’s belief that a 
cancer cell is a cell of low potential, of de- 
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creased dynamic power and capable of repro- 
ductive but not functional growth. Papillifer- 
ous adenocarcinoma may merely be a further 
progressive change leading to invasion of cap- 
sule and of lymphatics. 

Lateral Aberrant Thyroids. These form an 
unusual and interesting study because of their 
rarity. In the last reports only about forty- 
five to fifty cases have been collected from the 
literature. These aberrant thyroids consist of 
a chain of nodules placed laterally from the 
thyroid gland in the anterior and posterior tri- 
angles of the neck. They possess thyroid struc- 
ture, are encapsulated, but have no connection 
with the thyroid gland. They originate from 
the pharyngeal entoderm and result from fail- 
ure to join the median thyroid gland. This is 
accompanied by an imperfect development in 
structure. It has been noted by all investiga- 
tors that cystic papilliferous change always oc- 
curs in these aberrant thyroids and it has been 
stressed that there-is a strong tendency for this 
to undergo malignant change. Metastases may 
be set up from these aberrant thyroids. Appar- 
ently, the epithelial hyperplasia resulting from 
the stimulation of ordinary physiological de- 
mands elicits a response from these imperfectly 
developed or sub-efficient eells that deviates 
from the normal. Most of these lateral aberrant 
thyroids become recognizable clinically before 
the ages of twenty or thirty. 

Malignant Adenoma. This is the most signifi- 
cant group as 85 to 90% of all thyroid car- 
cinomas are of this type. Into this category 
have now been placed the various types of car- 
cinoma that have previously been masquerad- 
ing under the names of medullary carcinoma, 
solid cancer, cellular cancer, cubical-celled car- 
cinoma, carcinoma simplex, colloid cancer, be- 
nign metastasizing adenoma, ete. It seems to 
have been sufficiently proven that these rep- 
resent transition stages from the original ade- 
noma in various states of advancement or de- 
generation and it is also a fact that the histo- 
logical picture may show many of these stages 
in different parts of the same specimen. 

Graham and Reimann believe (and they are 
supported by many others) that malignant ad- 
enoma arises in a pre-existing so-called ‘‘ fetal 
adenoma.’’ The latter forms a true encapsu- 
lated tumor in the thyroid gland and develops, 
according to Aschoff, not from fetal rests but 
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from the proliferation of adult cells as a result 
of some form of stimulation or irritation. The 
tissue is often more embryonic in appearance 
and accounts for the name. This proliferation 
of epithelium oeceasionally passes beyond be- 
nignity to malignancy. Pemberton states that 
this occurs in 2.7% of nodular goiters, although 
in goitrous regions, as in Switzerland, as high 
as 8% have been reported. So many varieties 


of structure may appear in a benign adenoma 
that Wegelin, Graham, Dunhill and others as- 
sert that even in the hands of experts it may 


be impossible to deny or affirm the presence of 


Fig. 1. (x 60) Microphotograph from a case of 
malignant adenoma, showing invasion of malignant 
cells into a blood vessel, accounting for distant 
metastases. 


malignancy. Hertzler strongly confirms the 
belief that fetal adenomas are the precursors 
of malignancy and states that the development 
of carcinoma in a bosselated colloid or ordinary 
adenoma is exceedingly rare. He further states 
that ‘‘the more closely malignant tumors are 
studied, the more commonly is evidence of fetal 
adenoma found.’’ Malignant adenoma will in- 
vade its capsule but it may already be malig- 
nant before the capsule is penetrated. It is 
characterized by its great tendency to invasion 
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of the blood vessels at an early stage while 
the tumor is still encapsulated. Hence distant 
metastases, e. g. to the lungs or bones, may oe. 
cur early and from very small parent growths, 
There is no invasion of the lymph glands as in 
scirrhus and in papilliferous adenocarcinoma, 
until the growth has penetrated its capsule. 
The secondary growths may appear like the 
apparently benign primary adenoma. 


Mr. C. A. Joll in 1923 collected 44 cases from 
available reports of secondary metastases to 
bone from suspected thyroid carcinoma in 
which either the deposit or the primary thy- 


Fig. 2. Microphotograph (x 120) of a case of 
malignant adenoma, showing the breaking through of 
cancer cells into a lymphatic vessel. 


roid appeared benign or both. From the 
growths and microscopic pictures he presents 
the following seemingly permissible data: 


1. The thyroid gland may be quite normal 
in every way and the metastasis may have either 
the structure of normal thyroid tissue, of an 
innocent thyroid tumor or of a tumor exhib- 
iting any degree of malignancy. 


2. The thyroid gland may be the seat of an 
innocent diffuse goiter or of an encapsulated 
innocent tumor and the bone tumor may have 
a similar structure. On the other hand, the 
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metastatic tumor may show various grades of 
malignancy. 

3. The tumor of the thyroid may be of any 
grade of malignancy, yet the metastatic 
growths in bones may have the structure of an 


innocent goiter.’’ 


That he is not fully in accord with the above 
jsevident in another section of his paper where 
he points out important omissions in many of 
the reports such as failure to remove and ex- 
amine the primary tumor by operation or at 
autopsy, and of clinical interpretation rather 
than interpretation from a histopathologic 


standpoint. 


Graham emphasizes that even microscopic 
appearance may be inconclusive but that the 
percentage of error in diagnosis will be reduced 
materially if a more thorough study of system- 
atic serial sections be undertaken. Many 
eases would be discovered as malignant which 
otherwise would have been considered benign. 
His rule for recognition for malignant adenoma 
is: If the tumor is not grossly and microscopi- 
cally papillomatous and if it is not grossly and 
microscopically scirrhous carcinoma, then it is 
malignant adenoma. He stresses gross and mi- 
croscopie erosion of the blood vessels. 


Diagnosis. By the time the usual clinical di- 
agnosis of carcinoma is clear, the condition is 
too far advanced to permit of effective treat- 
ment. Since a carcinoma arises almost always 
from athyroid gland already pathologie, it 
behooves us to cast a suspicious eye on every 
adenoma that presents itself. Carcinoma oc- 
curs in the majority of cases between the ages 
of thirty and fifty years. But no age is 
exempt. 

The presence of one or more of the following symp- 
toms and signs in a goiter should excite the suspicion of 
malignancy, as only in this way can we hope to dis- 
cover the early cases: 

Recent rapid growth of an old adenomatous goiter 

Hoarseness 

Paralysis of a vocal cord 

Hard consistency of the thyroid gland 

Recent marked loss of weight and strength 

The presence of an apparently harmless hard nodule in 
the neck of the young man or woman 

Fixation of growth 

Difficult respiration from pressure on the trachea 

Difficult deglutition due to attachment to the esophagus, 
not necessarily associated with obstruction 

The clinical recognition of involved lymph nodes 
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means an unencapsulated malignant tumor or a pene- 
tration through the capsule in a malignant adenosua. 


Treatment. The question of prognosis from 
the point of view of treatment depends en- 
tirely upon whether we are dealing with a late 
case or with an early one. The late case, or 
one in which clinical recognition is clear, of- 
fers practically no hope of cure although some 
patients may have their lives prolonged by 
treatment. Opinion is divided as to whether 
Surgery is indicated in these cases but observ- 
ers like Bland-Sutton, Perthes, Balfour, De- 
Courey, Crotti and A. Kocher feel that it is 
not. Their opinion is based on the necessity of 
doing a total thyroidectomy and parathyroidec- 
tomy for the complete eradication of the ad- 
vanced malignaney and this is not consistent 
with the maintenance of life. In consequence, 
the tendency is to subject these conditions to 
vigorous irradiation as a palliative measure. 

All are agreed, however, that surgery holds 
forth its best prospects in those eases of nodt- 
lar goiter in which carcinoma was accidentally 
discovered by pathologic examination, especially 
if the operation is followed by a systematic 
course of x-ray therapy. 

In cancer of the thyroid gland in particular 
has roentgentherapy gained warm and en- 
thusiastie advocates. It has been found that 
for some unknown reason cancer of the thyroid 
gland is more radiosensitive than carcinoma 
elsewhere. The tumor rapidly becomes softer 
and smaller under treatment. The primary 
neoplasm is more responsive than the metasta- 
ses. Schaedel cites a case of favorable response 
in a lung metastasis and in a brain metastasis. 
The value of irradiation as an adjunct to 
surgery has drawn adherents from the ranks 
of the surgeons as well as roentgenologists and 
it isa matter of great satisfaction that coopera- 
tion between the pathologist, the surgeon and 
the roentgenologist has made it possible to view 
the prognosis in these early cases in a more 
cheerful light. Among those who come forward 
in this attitude are Schaedel, Perthes, Jiing- 
ling, Holfelder, Holzknecht, Klose and Hel- 
wig, Sudeck, Pfahler, Crile, Pemberton, Crotti, 
Craver and Dunhill. Some of these men have 


eases on record in which life was prolonged for 
many years. 

A word with regard to surgical technic may 
Nothing new is offered but it 


not be amiss. 
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is our desire to call attention to two factors 
in the technic that we have found very valu- 
able in our work. I refer to the use of the rub- 
ber tourniquet of Bartlett and of the electro- 
surgical knife in the resection of the thyroid 
gland. In no field of surgery do these acces- 
sories give more satisfaction than in malig- 
nancy of the thyroid gland. There are very few 
cases in thyroid surgery in which these pro- 
cedures are not applicable. They eliminate 
the use of innumerable forceps, create practi- 
eally a bloodless field, permit the surgeon to 
remove a larger portion of the gland than is 
ordinarily possible, and the electrodesiceating 





Fig. 3. Case 1—Microphotograph (x 120) showing 
typical appearance of scirrhus carcinoma with a pre- 
ponderance of fibroblastic elements over the epithelial 
elements. 


effect of the electrosurgical knife effectively 
seals the fine blood vessels and the lymphatics 
thus preventing the accidental spread of cancer 
cells always possible under usual surgical 


methods. 
CLINICAL CASES 


In presenting the following case histories, the ap- 
parent hopelessness of securing results in the late cases 
will be clearly manifest. Their value will lie in drawing 
us to the inevitable conclusion that cancer of the thyroid 
raust be found early if we are to expect any results from 
treatment. Some of these cases were treated at a time 
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when the subject was not as clearly understood as it is 
at present and omissions no doubt were made in treat- 
ment that would not now obtain. 

Case 1. A married man, aged 54 years, complained 
of lack of energy, off and on, for the past twenty years, 
This compelled him to leave the farm seventeen years 
ago because he found the work too hard. He used to 
ache all over. The history of a goiter is incomplete 
but he began to notice an alternate stiffness of either side 
of his neck about three to four months before his 
appearance at the Clinic. At that time he was told 
that his thyroid gland was enlarged. 

Physical examination disclosed a central enlargement 
of the thyroid gland, markedly hard to palpation. The 
patient appeared to be lethargic as in hypothyroidism, 
The basal metabolic rate was plus seven. At operation 





Fig. 4. Case 1—Higher magnification, showing more 
clearly the fibroblasts and the epithelial tumor cells. 


the tumor did not appear to resemble the usual thyroid 
tissue. It seemed to consist of a hard semicartilaginous 
wall of tissue with considerable caseous debris in the 
center, apparently the result of degeneration. No pal- 
pable glands were found in the neck. On section most 
of the thyroid tissue was destroyed by an_ invasive 
scirrhous cancer. Microscopically, a typical scirrhous 
carcinoma was found and characterized by the presence 
of isolated columns or strands of tumor cells separated 
by the presence of an excess amount of connective tissue. 
In some sections of the slide, there was a feeble attempt 
to reproduce follicular structure but the follicles were 
atypical and poorly differentiated. 

The patient progressed very nicely but on the fifth 
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day, he suddenly developed choking spells and died, 
presumably of edema of the glottis. 

Postmortem examination revealed what appeared to 

be hard metastatic nodules in the thigh and leg, one 
in the abdomen and one below the right costovertebral 
angle. 
* Case 2, A married woman, aged 55 years, first de- 
yeloped a swelling of the right lobe of the thyroid gland 
at the age of 13 or 14 years which gave no discomfort. 
During the previous 10 years, a swelling appeared on 
the anterior surface of the thyroid which gradually 
grew larger; of late years a swelling of the left lobe 
had developed. She had been undergoing medical treat- 
ment for years and last year had x-ray treatment for the 
enlargement. Apart from occasional rapid pulse and 
the disfigurement, she stated that she had no trouble 
until one month before her appearance at the Clinic. 
Since then she had had a choking sensation accompanied 
by an ache in the neck and she had difficulty in swallow- 
ing. Her appetite was good, although better in former 
times. She had lost about twenty-five pounds in the 
last two years but had regained some weight lately. 
She was constipated at times. 

Physical examination revealed a greatly enlarged 
tense thyroid gland, the enlargement involving both 
lobes and the isthmus. The latter was the size of a 
small orange. At operation, multiple large tumors of 
the thyroid gland were found and in the left lobe which, 
according to the history, had taken on the most recent 
active growth, a hard mass was found surrounded by 
a firm capsule, the interior forming a hemorrhagic 
cystic cavity. Gross examination showed adenomata in 
the right lobe and isthmus apparently benign. Section 
of the removed portion of the left lobe disclosed an en- 
capsulated adenoma enclosing tissue which seemed ex- 
ceptionally hard with a hemorrhagic space in the center. 
At one point, the capsule was penetrated by this same 
hard tissue. This specimen cut with definitely more 
resistance than the benign portion of the thyroid gland. 
Microscopically, the picture was that of solid compact 
masses of large vesicular nucleated cells showing no 
inclination to acinar formation. These masses are sep- 
arated from one another by narrow strands of connective 
tissue infiltrated by inflammatory cells. Throughout 
the section, invasion of tumor cells into the blood ves- 
sels and lymphatics could be seen. 

Diagnosis. Malignant adenoma originating in a fetal 
adenoma. 

Progress. Although bleeding seemed satisfactorily 
controlled at the operation, the patient had rather an 
alarming hemorrhage about fifteen hours after the 
operation. This was well under control within the 
next twenty-four hours without the necessity of reopen- 
ing the incision. Further convalescence seemed un- 
eventful until the tenth day when the patient called 
attention to a gradually increasing difficulty in swallow- 
ing. This difficulty increased so as to prevent her from 
ingesting sufficient nourishment. Accordingly, a Reh- 
fuss tube was introduced into the stomach and for the 
next eighteen days the patient was fed through this 
tube. During this period it was noted that the thyroid 
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gland was enlarging quite noticeably so as to form a 
visible tumor. The tube became completely blocked 
at this time and removal was necessary. During 
withdrawal, it was noted that there was marked re- 
sistance in the passage of the metal bulb through the 
upper part of the esophagus. Undoubtedly, the ma- 
lignancy of the thyroid gland had caused marked con- 
striction of the esophagus. The tube could not be re- 
introduced and as the patient proved unable to swallow, 
and rectal feeding was unsatisfactory, a gastrostomy 
was done under local anesthesia two days later to pre- 
vent the patient from starving to death. In her weak- 
ened condition, the patient proved unable to cope with 
the slight shock incident to the operation and died short- 
ly after. An autopsy was not obtainable so that it was 





Fig. 5. Case 2—Higher power (x 300) showing 
cancer cells within the lumen of a blood vessel. 


impossible to determine the presence or absence of 
distant metastases. The probability is that these were 
present on account of the invasion of the blood vessels 
in the microscopic picture. 

Case 3. A married woman, aged 61 years, came in 
complaining of pain in the right side of her neck radi- 
ating down into her chest. This started about four 
months before, was intermittent at first, but present 
more frequently of late. The pain had no other radia- 
tion and had no relation to movements of the neck. 
About six months before, the patient developed hoarse- 
ness and a cough and thought she had a “cold.” This 
condition became worse. At first she had infrequent 
exacerbations but of late she had been bothered con- 
stantly. The cough was non-productive and there had 
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been no hemoptysis. She felt that an irritation in her 

throat made her cough. For the past three months she 

had noticed a difficulty in swallowing and in breathing. 

She had lost ten pounds in weight and considerably in 

strength. She stated she was paler than formerly. She 

had not been aware of the presence of a goiter. 
Physical examination gave rise to the following sig- 
nificant findings: 

1. The left lobe of the thyroid gland could be felt 
rising from a substernal position during deglutition. 
It felt hard and somewhat irregular. 

2. A chain of gland-like bodies could be felt along the 
posterior border of the right sternomastoid muscle 
along the lower half of its extent. The uppermost, 
about the size of an almond nut, seemed easily mova- 
ble and elastic in consistency. At the lower attach- 





Fig. 6. Roentgenogram of chest showing large mass 
in the right upper lung field. 


ment of the muscle, above and passing behind the 
right sternoclavicular joint, a hard irregular mass 
could be felt, apparently in line with the chain of 
gland-like structures behind the sternomastoid mus- 
cle. 

3. X-ray examination of the lungs revealed a large 
shadow, smooth in outline, along the right border 
of the heart from the second anterior rib to the third 
intercostal space extending about two inches lateral 
to the heart border. This shadow did not pulsate 
when viewed fluoroscopically. No other parenchym- 
atous shadows were visible in the roentgenogram. 
Fluoroscopic examination of all the bones showed 
no metastatic lesions in the bones. 

4. A paralysis of the left vocal cord was found. 
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A clinical diagnosis was made of carcinoma of the 
thyroid gland with secondary deposits in the glands and 
in the lung. The uppermost gland behind the sterno- 
mastoid was removed for pathologic examination. The 
report from the National Pathological Laboratories 
read as follows: 

“The specimen is a red fleshy mass which on cross 
section presents a lobulated opaque surface and a dis- 
tinct and intact capsule. 

“The microscopic sections show a thin, intact fibrous 
capsule which encloses several cystic spaces of varying 
size. These spaces are lined with polygonal cells with 
large vesicular nuclei. These cells form an irregularly 
follicular and papillary arrangement on the inside of 
the spaces which are filled with granular material, 
degenerated red corpuscles and other cells. Between 





Fig. 7. Case 3—Microphotograph (x 24), showing 
cystic adenomatous structure of lateral thyroid body. 


the cystic spaces and the capsule the fibrous tissue is 
infiltrated with round and lymphoid cells. There is no 
typical lymphadenoid tissue in the specimen. The ap- 
pearances indicate cystic adenomatous goiter in an ac- 
cessory thyroid or possibly metastatic. There is no evi- 
dence of malignancy in the specimen submitted.” 
Because of the distressing dyspnea the patient was 
having from obvious compression of the trachea, it was 
decided to do a decompression operation of the thyroid 
gland as a palliative measure for relief of pressure. At 
the operation, after the ribbon muscles were divided, 
the left lobe of the thyoid lent itself so readily to mobili- 
zation and removal that the latter was done in the hope 
that by so doing, more lasting relief of the tracheal 
compression would be obtained. The whole lobe was 














Fig 


tissue 


lar p; 
the s; 
micr( 
unrel; 
Fol 
she ¢ 
er. | 
advan 
thera; 
series 
a per 
with 
six y 


Ab 


ly 


f the 
§ and 
erno- 

The 


‘ories 


cross 


| dis- 


brous 
rying 
with 
larly 
le of 
erial, 
ween 


wing 
ly. 


1e is 
s no 
- ap- 
| ace 
evi- 


was 
was 
roid 
At 
ded, 
bili- 
Lope 
heal 
was 











October, 1933 J. E. BELLAS 335 


removed with the electrosurgical knife so that only a 
thin layer of the thyroid capsule in relation to the side 
of the trachea was left. The left lobe was found to be 
partly substernal and very hard in consistency. The 
right lobe appeared practically normal but a hard mass 
could be felt lateral to the lobe along the lower part of 
the carotid sheath. Removal of this mass was not at- 
tempted nor was its removal considered desirable. 
Pathologic report: “The specimen consists of a 
mass of tissue 5 x 2.5 x 2 cm., composed for the most 
part, of an adenoma-like mass, with a thick fibrous 
wall and opaque yellow areas and areas of hemorrhage. 
The microscopic sections show no signs of malignancy. 
They do show more or less normal thyroid tissue with 
large foci of lymphoid tissue and a goitrous cyst wall 
lined incompletely with cells that form a low, irregu- 








Fig. 8. Case 3—(x 60) Another field from same 
tissue showing typical follicular thyroid structure. 


lar papillary arrangement.” A subsequent report gave 
the same findings but the statement was made that the 
microscopic appearance of malignancy was frequently 
unreliable and that carcinoma could not be ruled out. 

Following the operation the patient declared that 
she could breathe easier and that her voice felt strong- 
er. On the assumption that we were dealing with 
advanced malignancy, a course of roentgen-radiation 
therapy was advised and undertaken. She received a 
series of twelve treatments to the neck and chest over 
a period of twenty-four days and left the hospital 
with instructions to return for another series within 
six weeks. 


About one month later Dr. Kirby of Spring Valley, 


Illinois, reported that she was in the hospital under 
his care. We are indebted to Dr. Kirby for the in- 
formation that follows: 

“The patient developed a dizziness followed by 
severe pain on the top of her head which remained 
constant and prevented her from sitting up. Coinci- 
dentally, vomiting developed which became projectile 
and remained so. At the same time, considerable 
weakness of the right arm and some weakness of the 
right leg was noted. Ophthalmoscopic examination 
showed apparently negative findings. A roentgeno- 
gram of the chest showed essentially the same shadow 
observed at the original examination. The patient 
rapidly declined and died two weeks later apparently 
from a metastatic tumor of the brain. Unfortunately, 
no autopsy was obtainable.” 





Fig. 9. Case 3—Excised left lobe consisting of an 
adenoma-like mass with a thick fibrous wall and areas 
of degeneration and hemorrhage. 


The absence of complete data such as an autopsy 
would have revealed, renders the correct interpretation 
of this case somewhat difficult. We are confronted by 
three problems: 

1. Is the primary lesion in the lungs and are the hard 
masses along the carotid sheath and behind the sterno- 
mastoid muscle secondary, along with the metastasis to 
the brain? . 

2. Are the structures behind the sternomastoid muscle 
and along the carotid sheath of aberrant thyroid nature, 
and do they represent a primary carcinomatous condi- 
tion ? 

3. Is the microscopically benign fetal adenoma of the 
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thyroid gland really a primary malignant condition, 
with secondary deposits in the lung, in the posterior tri- 
angle of the neck and in the brain? 

It is conceivable that the brain metastasis may orig- 
inate from a primary tumor of the lungs, but the clini- 
cally malignant structures behind the sternomastoid 
muscle and in relation to the carotid sheath would form 
a very unusual location for metastases from the lung 
and their presence in close relation to structures of ob- 
vious thyroid nature would seem more than a coinci- 
dence. The resemblance of the histological picture of 
the nodule removed from the posterior triangle to the 
type of structure found in the adenoma of the thyroid 
gland is rather significant of spread to the lymph glands 
although little lymphoid structure was found in the spe- 
cimen examined, Assuming for the purposes of argu- 
ment, that we are dealing with a benign lesion of the 
thyroid gland and with the primary existence of aber- 
rant thyroid, the obvious malignant characteristics of 
the masses behind the sternomastoid muscle and in re- 
lation to the carotid sheath, strongly suggest - primary 


Fig. 10. Case 3—Roentgenogram of chest of the 
patient just before death demonstrating no perceptible 
change after radiotherapy. 


carcinoma of these misplaced thyroid structures, as the 
propensity of these sructures to malignant papilliferous 
change is well known. In such case, the lung and brain 
deposits would represent secondary spread. 

It would probably be impossible to state with accur- 
acy whether we are dealing with a primary carcinoma 
of the thyroid gland or with a primary carcinoma 
of lateral aberrant thyroids, but for the purposes of this 
paper a diagnosis of cancer of thyroid origin would ap- 
pear to be tenable. Without being particularly hopeful 
as to the result, I induced Dr. Milton Bohrod, Peoria 
pathologist, to re-examine the remaining thyroid speci- 
men (which looked like a typical fetal adenoma under- 
going degeneration) from the standpoint of a study of 
systematic serial sections. Dr. Bohrod was able to find 
evidences in the capsule of the microscopic appearance 
oi malignancy, thus completing the case from the clini- 
copathologic aspect. 

His report follows: 
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“The nodule is made up of softened necrotic materia) 
enclosed within a thick very firm white capsule. 

“The necrotic nodule is made up of granular mate. 
rial in which shadows of large cells may be seen. On 
the periphery, attached to the lining wall, are small 
groups of large polyhedral cells arranged as columns 
extending into the necrotic material. 


“Most of the remainder of the tissue is made up of 
large thyroid alveoli lined by flattened cells and filled 
with colloid. In a few places, however, the arrange- 
ment of the alveoli is irregular, they are small, some 
of them have no colloid, and finally, single cells or 
small nests of cells lie in the connective tissue. In 
other places the cells are very large, pale, acidophilic, 
lie in solid irregular islands. Mitoses are few. 


“Diagnosis: ‘Malignant Adenoma’ of the Thyroid.” 


Fig. 11. Case 3—Low power (x 60) Microphoto- 
graph of one section of the left lobe showing normal 
thyroid structure with no suggestion of malignancy. 


Comments. From a consideration of the 
pathology, the treatment and the presentation 
of clinical cases, we are driven to the inevitable 
conclusion that we must seek other means of 
attack than that of direct treatment of clini- 
eally recognizable cases of thyroid carcinoma. 
The results prove only too tragically the almost 
hopeless prognosis that must attend the treat- 
ment of these cases. With the overwhelming 
evidence at hand, we must turn to prophylaxis 
as our chief mainstay. Although a larger pro- 
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portion of cases will be viewed in a more hope- 
ful light by the accidental discovery of earci- 
noma through the performance of routine serial 
sections, important progress will never be 
realized unless we direct our attention to the 
precursors of thyroid malignancy. As 85 to 
90% of all carcinomas arise in preexisting 
adenomas, it should be the duty of the physi- 
cian or general surgeon to make this perfectly 
clear to patients with nodular goiters so that 
the future advent of malignancy may be 
‘nipped in the bud’’ by thyroidectomy. The 
fact that 70 to 80% of nodular goiters event- 
ually become toxic should act as a further 


Fig. 12. Case 3—Another field in the same specimen 
showing entirely different structure. Incomplete and de- 
formed acini, solid masses of cells, small cell nests and 
single epithelial cells in the connective tissue stroma, 
with no attempt at regular formation, indicate definitely 
the presence of malignancy. 


argument in favor of thyroidectomy. Although 
this will not prevent all cases from developing 
malignancy at a future date, nor will all pa- 
tients consent to operation under the force of 
these arguments, yet will such an argument 
on the part of the members of the profession 
in conjunction with the coincident education 
of the laity, be productive of much value 
in dealing with this dread malady. 
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CONCLUSIONS 

1. Past opinions are reviewed and a con- 
sideration of the structural factors peculiar to 
the thyroid gland in the evaluation of the prob- 
lem is discussed. 

2. All types of carcinoma are classified un- 
der scirrhous cancer, papilliferous adenocarci- 
noma and adenoma malignum. 

3. Lateral aberrant thyroids, although com- 
paratively rare show a strong tendency to car- 
cinomatous change usually of the type of pap- 
illiferous adenocarcinoma. 

4. Eighty-five to 90% of all carcinomas of 
the thyroid gland arise from pre-existing fetal 
adenomas. 

5. The incidence of thyroid malignancy in 
nodular goiters varies from 2.7 to 8%. 

6. Diagnostic criteria of malignancy are re- 
viewed and presented. 

7. Treatment of the early cases should con- 
sist of thyroidectomy followed by roentgen ir- 
radiation; surgery in the late cases is imprac- 
ticable and treatment should be confined to 
irradiation as a palliative measure. The best 
results are obtained in those cases in which 
carcinoma is only discovered after systematic 
serial sections. 

8. In the surgery of thyroid malignancy, 
the use of Bartlett’s rubber tourniquet and 
of the electrosurgical knife have been found 
valuable. 

9. Several case histories are presented. 

10. The prophylactic removal of nodular 
goiters is the most effective weapon we have 
against carcinoma of the thyroid gland. 

I wish to acknowledge my indebtedness to 
Mr. Harry Biehl, a member of the Peoria Acad- 
emy of Science, for his invaluable assistance in 
the preparation of the microphotographs. 
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DISCUSSION 

Dr. Carl Black, Jacksonville: Mr. Chairman and 
Members of the Illinois State Medical Society; 

It is needless to say that I enjoyed and was greatly 
profited, as you all have been, by Doctor Bellas’ ex- 
cellent paper. The study of these special problems is 
leading to progress in understanding the cancer prob- 
lem in general. The reaction of each tissue or organ 
is somewhat different and these differences bring us new 
light. I liked Doctor Bellas’ very fair handling of 
the question of clinical diagnosis for we must re- 
member that the early diagnosis of cancer in any situa- 
tion is more rarely made than it should be and his 
analysis of the signs and symptoms which should put 
us on guard is really most important. 

He is to be congratulated on adopting a simple 
classification couched in terms which we can all under- 
stand. Too frequently those working in special fields 
are prone to coin new terms and to think they see 
new types of malignancy. 

There are only a few basic tissues in the body and 
these cancer weeds growing wild in the tissue field 
always partake in some degree of the characteristics 
of those cells which they are invading and displacing. 

The general surgeon will see so few cancers of the 
thyroid that he may forget its existence altogether if 
he does not rigidly adopt the rule of having all thy- 
roids removed, sectioned. This is especially true of 
the adenomata which form 72% of the thyroid group. 
Papillary carcinoma forms only about 10%, carci- 
noma-sarcoma 4% and sarcomata 10% (Crile). When 
we remember that a clinical diagnosis is only made in 
about one-half of the cases by the best clinicians we 
see that the average general surgeon may not find much 
to excite his interest. One lesson we should all learn 
is to look with suspicion on all adenomata of the 
thyroid as the fetal adenomata form the basis for 
about 90% of the whole group. 

We should all remember that cancer is cancer 
wherever situated. The problem is much the same 
wherever the growth is located. It is up to somebody 
to simplify the nomenclature of cancer pathology so 
that we can understand each other. Clinicians, pathol- 
ogists and specialists have multiplied names until we 
are all more or less bewildered. The paper of Doctor 
Bellas does well in adopting a simple nomenclature and 
I have no doubt such a momenclature is equally appli- 
cable to all body tissues. The same may be said of 
early clinical diagnosis. It is always made on sus- 
picion—that is by taking notice of all the little clini- 
cal signs which are the preliminary stages of fully 
developed cancer. When we make it our rule to 
thoroughly excise all new growths and have them 
carefully sectioned we will begin to make real in- 
roads on the incidence of fully developed cancer. Doc- 
tor Bellas’ paper stands firmly on the grounds and is 
a valuable construction to our study of the cancer 
question. 

J. E. Bellas (closing the discussion): There is 
really nothing I can add to emphasize the points | 
have tried to bring out in my paper. Dr. Black concurs 
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so much with the opinions which I have stated in 
my paper that it is really not necessary to discuss 
it further. 

To re-emphasize the points I tried to stress and 
which Dr. Black brought forth, it is important to 
have a systematic study of the routine serial sections 
in cases of thyroid whether suspected of carcinoma or 
not. Secondly, it is important to direct our attention 
to the precursors of thyroid cancer. We must direct 
our attention to these adenomas which hold forth a 
liability of incidence anywhere between 2.7 to 8% in 
the development of carcinoma. Unless we do that, I 
am afraid that our results will show that there will 
be little curbing of the incidence of malignancy. 


THE TREATMENT OF PEPTIC ULCER 
WITH POWDERED OKRA* 


JacoB Meyer, M.D., Epwarp E. Sermon, M.D., 
AND H. NEcHELEs, M.D., Ph.D. 


From the Stomach Study Group, Michael Reese Hospital and 
the Department of Gastro-Intestinal Physiology, Nelson 
Morris Institute. 


CHICAGO 

The use of mucilaginous plants in the treat- 
ment of gastro-intestinal disorders has been 
mentioned in various clinical reports. In 1911 
Mathieu,’ in an article on the use of mucilag- 
inous laxatives for the treatment of chronic 
constipation noted some irritating effects and 
following his suggestion his assistant Taliandier 
isolated a mucin like substance from agar (fucus 
spinosus Java) which produced favorable re- 
sults not only in constipation but also in peptic 
ulcer. Mathieu states: ‘‘In cases of gastric 
ulcer, accompanied by constipation this sub- 
stance has produced excellent results. It even 
seems to have a soothing action on stomach 
pains,”’ 

Recently Jones, Ivy and Atkinson? published 
a report on the use of okrin, a vegetable mucin 
isolated from the okra-pod, in the treatment of 
gastric ulcer. These observers also recorded 
favorable results in three cases. Our interest in 
this subject was aroused by the story of a col- 
league, who in conversation reported the ap- 
parent improvement of a patient, complaining 
of mucous colitis, by the use of large quantities 
of canned okra and okra soups. This observa- 
tion, together with the above reports led us to 
investigate the subject of okra. (Abelmoschu 
esculentus). Instead of using the vegetable in 
its fresh or canned form, or as an isolated vege- 
table mucin, we thought that the dry finely 


——— 
k "This work was done under the L. L. Kohn Fund to the 
Stomach Study Group and the Kuppenheimer Fund. 
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ground powder would be as suitable. Through 
the courtesy and cooperation of the Bio-Vegetin 
Company, we secured a dried dehydrated okra 
powder. The present report deals with our 
studies of this powder, its physical properties 
and physiological effects, and the results of our 
clinical experience in the treatment of peptic 
ulcer. 

Physical Properties. The powder is light 
yellow green in color and not unpleasant in odor 
and taste. With water it swells immediately 
and yields a thick mucilaginous viscid solution. 
In 5% solution it is extremely viscid, and below 
2.5% the viscosity decreases considerably. The 
watery solution has no appreciable acid or alka- 





Acidity 5.P. No. 34. 
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Chart 1. Gastric Secretion after Okra, given by 
stomach tube. 


line combining power. Its reaction approaches 
neutrality, the solution being only slightly acid 
to litmus. A 1.65% solution in N/10 and N/20 
HCl is less viscid than a solution of the same 
strength in water (Viscosimetric determina- 
tion). As this powder formed such a highly 
mucilaginous solution in both water and acid, 
we considered its use in a capsule and tablet 
form as being suitable for our purpose. The 
powder itself when taken with water adheres to 
the gums and is not easily swallowed. The idea 
of chewing a compressed tablet followed later 
in the course of our observation. Since the tab- 
lets are not easily disintegrated in water, the 
routine procedure adopted was to have the tab- 
let chewed by the patients and followed by some 
cold water. One gram tablets are used every 2 
hours during daytime and at night only when 
pains awaken the patient. The patients had no 
aversion or difficulty in taking the tablets. 
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Duration 
of 


Symp- 
toms 
in Years 


Treatment (in relation to ulcer) 





Previous 


Present 


Condition of Patient bef ore and after 
Medication with Okra 








Before 


After 





3-4 


Perfor. duoden. ulcer 
closed. Treated in 
M.C.* with alkalies 
and G.I. No. 1 diet.t 


Okrat and full 
diet® 


Pain with recurring 
symptoms, moderate 
relief with alkali. 


Immediate relief. Medicine 
helps as much as the previous 
powder (alkalies). Complete 
relief with full diet. Gained 
weight. Working full time. 





1931 Cholecystectomy 
and Appendectomy. 
Treated in M.C.* and 
M.R.H.4 Tf since 1931. 


Okrat and full 
diet° 


Constant pain related 
to food, no relief with 
alkalies. 


Immediate relief of all symp- 
toms. Complains of constipa- 
tion—some epigastric dis- 
comfort. Tearing sensation 
different than previous. Symp- 
toms now more neurotic. Im- 
proved on Bromides. Okra 
discontinued and then read- 
ministered. Conclusion — 
indefinite. 





Alkalies. 


Okrat and full 
diet. 


Constant pain, also at 
night. Slight relief from 
alkali. 


Very marked improvement. 
Immediate relief of all symp- 
toms. On full diet after 3 
weeks of therapy. Complete 
relief of all symptoms. Okra 
discontinued. Slight discom- 
fort after 3 weeks without 
Okra. Constipation only 
complaint. 








T.B. in 1913. Hypzr- 
tension. 


Okraf and full 
diet° 


Pain and belching. Soda 
relieved pain. 


Immediate relief of all symp- 
toms. Interrupted treatment 
for 3 days, recurrence of 
symptoms, which subsid:d at 
once after continuation of 
Okra. Gained weight. Feels 
good. Constipation. 





Appendectomy 1923. 
Hospitalized for opera- 
tion in M.R.H. 
3-13-33. 


Recurrent epigastric 
pain (cramplike) G.I. 
diet and alkalies did 
not relieve. (While on 
medical service.) 


Immediate relief of all symp- 
toms. On full diet in 1 week. 
Dismissed from M.R.H. 
4-21-33. Complete freedom 
of symptoms. Okra discon- 
tinued. Free of all symptoms 
for 5 weeks. Working. 











Hospitalized 4-11-33. 
M.C.f since 9-30-31. 


Okrat and full 
diet° G.I. No. 
1 and No. 2. 


Relieved by soft diet 
and bisodol. 


Constant relief. On discharge 
from hospital full diet — no 
symptoms. Discontinued 
Okra. Symptoms recurr in 5 
days. Relieved on taking it 
again. 











Sippy treatment, 1930 
gastro-enterostomy. 6 
months symptom free, 
recurrence. 


Okraf and soft 
diet° 


Gastric mucin relieved 
for few weeks only. 
Entered M.R.H.{ for 
operation. 


Immediate and complete re- 
lief, for first time in 6 months. 
Pain free. Recurrence of pain 
in back and fullness with some 
distress 2 weeks later. Patient 
desired operation. Operation 
reveals marginal ulcer of gas- 
tric portion of gastro-jejunos- 
tomy. 








1931 gastro-enterostomy 
1922 Cholecystectomy. 
Since 1932 in M.C.* 


Okraf and soft 
diet° 


Nothing helped her. 


No relief with Okra. 








Past 8 months on Sippy 
treatment, had recur- 
rences. 


Okrat and full 
diet° 


Epigastric pain after 
meals, constipation, 
nausea, belching, heart- 
burn, abdom. cramps. 


Complete relief, occasional 
heartburn, constipation. Okra 
discontinued after 3 weeks. 
Complains then of slight_epi- 
gastric discomfort. Some 
burning. 





Improved on soft diet. 
Improved on ulcer re- 
gime (Sippy) but per- 
iodic recurrences. 


Okrat and soft 
diet® 


Severe pain in epigas- 
trium. Night pain. 


Questionable improvement for 
short period, probably not 
taking tablets regularly. 





Since 1926 in M.C.* 
and M.R.H.¢ Admitted 
to M.R.H.¢ 1933 April 
for penetrating duodenal 
ulcer. 


Okrat and soft 
diet° 


Sippy and alkalies, only 
temporary relief. In 
hospital now on milk 
and cream, no relief. 


Immediate relief, no pain. 
Discomfort in moving, slight 
constipation. Felt so well that 
he left hospital although he 
came in to be operated on by 
his own will. On Okra 4 weeks. 
Complete relief of symptoms. 
No return of symptoms after 
discontinuing Okra for 1 week. 

















Soft diet, atropin, small 
doses of alkali, bro- 
mides. Relief, but re- 
currence after 2 years. 





Okraf and soft 
diet°, then on 
full diet° 








Periodic recurrences 
about every 4 months. 
Recent recurrence 2-33. 
No relief with alkali; 


some relief with atropin. 





Immediate complete relief ex- 
cept heartburn, which disap- 
peared 1 week later. Relief of 
symptoms complete for a per- 
iod of 3 weeks. Heartburn re- 
turned and Okra discontinued. 
No return of symptoms. Con- 
tinues symptoms free. 
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TABLE 1. — DATA OF ULCER CASES CONTINUED 
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Treatment (in relation to ulcer) 





eae a 


in Years 


Previous 


Present 


Condition of Patient before and after 
Medication with Okra 








Before 


After 





2 


1932 Appendectomy. 
G.I, diet and alkalies 
relieved somewhat. 
M.C.®* since. 


Okraf and full 
diet° 


Pain, feels sick, diet and 
alkalies do not help him 
much. 


Feels better, gains weight. Oc- 
casional heartburn. Distress at 
night. 





1929 Gastric hemor- 
rhage. 

Sippy treatment. 

1930 G.I. No. 1 diet* 
1932 and alkalies. 


Okraf and full 
diet° 


Pain in epigastrium, 
constipation, vomiting, 
loss of weight, tarry 
stools. 


Complete relief on Okra for 3 
weeks. Okra discontinued < nd 
pains returned. Okra begin 
again, with complete relief cf 
symptoms. 





1921 Sippy treatment. 
1923-5 Pyloroplasty. 
1926 Symptom—treat- 


ment. 
1933 M.C.* G.I. No. 2 
diet. 


Okraf and full 
diet° 


Pains in epigastrium, 
constipation, pain after 
meals. 


Took Okra tablets for 7 days 
and had complete relief. Dis- 
continued for 35 days and had 
no pains or discomfort. Back 
on Okra tablets, no recurrence 
of symptoms, except slight 
pain in epigastrium after 
breakfast. 





2-10-33 M.C.* G.I. No. 
1 diet and alkalies. 


Okraf and full 
diet° 


Pain in epigastrium, 
belching, vomiting, con- 
stipation, headache, in- 
somnia, moderate re- 
lief with alkalies. 


Full diet. 3-4 days after tak- 
ing Okra had burning sensa- 
tion in the stomach. Then 
complete relief. After 2 weeks 
of powdered Okra tablets. 
Complete relief on full diet. 
Discontinued Okra for 1 week. ! 
No symptoms on a full diet. 
(See Charts.) 





Sippy treatment and al- 
kalies for 3 yrs M.R.H.4 
3-2-33 to 3-18-33. 





OkratandG. 
I. diet No. 1. 


Epigastric and subster- 
nal pain for 10 years. 
Loss weight, constipa- 
tion and _ eructation. 
Hunger pain and pain 
after meals. 


Relieved after taking Okra. 
Because of a possible asso- 
ciated angina pectoris medi- 
cation discontinued. Pain re- 
turned. Okra readministered 
pain relieved. Constipation. 


























* Mandel Clinic of the Michael Reese Hospital. 
t1 grm. every 2 hours. 


Physiological Properties. The physiological 
properties of okra were tested on men and dogs. 

The Influence of Powdered Okra on the 
Gastric Secretory Rate in the Dog. Experiments 
on a Heidenhain Pouch dog showed that a ten 
minute perfusion of the pouch with okra solu- 
tion did not change the secretory rate of the 
pouch. Feeding of a meat meal (250 gm. raw 
hamburger) with 5 grams of okra did not 
change the secretory rate of the pouch in the 
same dog; similar results were obtained with 
gastric mucin. 

The Influence of Okra on the Emptying Time 
of the Stomach in a Gastrostomy Dog (Kestner- 
cannula). After control experiments, 5 grams 
of okra were put into the stomach through the 
cannula and immediately afterwards the dog 
was fed the same amount of food as in the con- 
trol (250 grams of raw hamburger and 250ce. 
H.0). The amount of semi-digested food resi- 
due plus secretion in the stomach was drained 
1% and 2 hours respectively after feeding and 
the amount measured. In every case the empty- 
ing time of the stomach was shortened consid- 
erably, while the acid response did not show 
consistent variations. In 2 controls (114 hours 


tSoft diet, 6 meals per day. 


° Without condiments. 
{Michael Reese Hospital. 


after feeding) the amount was 183 and 180ce. 
respectively, while after okra only 63ec. In 
another series (2 hours after feeding) 6 con- 
trols yielded residues between 144 and 212ce. 
with an average of 171cc., while after okra 83ce. 
of residue was obtained. 

Influence of Okra on Gastric Acidity in Man. 
Fractional gastric analysis was performed on 
14 patients with ulcer. 10 minute samples were 
taken for a period of 214-3 hours. After a 
control period, the patient was given 30cc. of 
water (not done on all subjects) and additional 
number of controls taken. Then one gram of 
okra powder in 30ce. of. water was introduced 
into the stomach through the Rehfuss tube, and 
another series of samples taken from the stom- 
ach. In ten patients there was a decided posi- 
tive acid response, and in four a negative one; 
that is in 72% of all patients there was a posi- 
tive acid secretion of the stomach after intro- 
duction of 1 gram of powdered okra. In four 
patients, fractional gastric analysis with okra, 
was repeated and the results always duplicated. 
There was never a positive response to 30ce. of 
water only. Controls were done on 6 normal 
students. There was a positive acid response to 
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TABLE 2. — ADDITIONAL DaTA OF PATIENTS OF TABLE 1 


October, 1933 








Social Factors 


X-Ray Findings 


Laboratory Findings 








Out of work for several years. Re- 
ceiving aid from U.C.* 


Defect along great. curv. of stomach, 
characteristic of g.u.f 


Ingestion of okra powder did not pro. 
duce change of acidity of resting 
stomach. 





Social and domestic difficulties 


Duoden. bulb definitely angulated, 
probably due to previous cholecy- 
stectomy; unusual type of flat ulcer 
cannot be ruled out. Clinical impres- 
sion of penetrating ulcer. 


Large increase in gastric acidity (rest. 
ing stomach) after 1 gm. of Okra. 





Dentist, newly immigrated, unem- 
ployed. 


Stomach normal, duoden. cap small, 
does not fill. 


No free acid response, but a large re- 
sponse in secretion after 1 gr. of Okra, 





Out of work (peddler). Supported by 
a lodge.’ 


Definite duoden. ulcer. 


Large increase in gastric acidity (rest. 
ing stomach) after 1 gm. of Okra. 





Difficulty in earning a living in past 
3 years. Supported by U.C.* 


Duoden. irregularity of second por- 
tion indicating ulcer. 


Large increase in gastric acidity (rest- 
ing stomach) after 1 gm. of Okra. 











Worries over non-employment, sep- 
erated from family. Supported by 
* 


Definite duoden. defect. 


No free acid in stomach juice, no re- 
sponse to alcohol and Ewald test. 





Worried over debts and unemploy- 
ment. 


Tender point, indicating gastroje- 
junal ulcer. 


Free acid in (gastro-enterostomy) 


stomach. 





Mental trouble since 15 years of age. 
No income. 


Definite marginal ulcer. 


No free acid (constant suction) in rest- 
ing stomach (gastro-enterostomy). 





Out of work for 2% years. Supported 
by U.C.* 


Definite duodenal ulcer. 


Large increase in gastric acidity (rest- 
ing stomach) after 1 gm. of Okra. 





Financial difficulties. 


Definite duodenal ulcer. 








Out of work for 2 years. Supported 
by U.C.* Since 1 month earning bare 
living. 


Definite duodenal defect. 


Large increase in gastric acidity (rest- 
ing stomach) after 1 gm. of Okra. 





Financial difficulties in past 2 years. 


Definite duodenal defect. 


High free acid after Ewald meal. 





Not working, estranged from wife. 
Supported by U.C.* 


Questionably duodenal defect. (but 
clinically definite ulcer.) 


Poor free acid response to 1 gm. of Okra. 





Worried about unemployment and 
wants of her family and herself. 


Definite cloverleaf defect in duo- 
denum. 


High free acid after Ewald meal. 





Housewife, much worried about fi- 
nancial difficulties; former wealth lost. 


Plyorosplasty, defect in this region 
cannot be ruled out. (Tenderness in 
epigastrium). 


Large increase in gastric acidity (rest- 
ing stomach) after 1 gm. of Okra. 





Worries over unemployment for past 
2 years. School teacher, now works 
in stock yards. 


Lost his shop 3 4% years ago, and since 


Cap. small, at times does not fill com- 
pletely. Definite duodenal ulcer. 


Large increase in gastric acidity (rest- 
ing stomach) after 1 gm. of Okra. 





Ulcer defect in duodenum. 


Large increase in gastric acidity (rest- 


then unable to earn livelihood. Sup- 
ported by U.C.* 











ing stomach) after 1 gm. of Okra. 








*United Charities tGastric Ulcer 
okra in three and a negative one in three. 

A coneentrated aqueous extract of okra 
powder was made in distilled water. Given in- 
travenously to a dog (ether anesthesia), it pro- 
duced a considerable drop in blood-pressure. 
The nature of this depressor substance is being 
investigated. 

Clinical Experiences. The present report 
deals with our observations on seventeen pa- 
tients with definite duodenal or gastric ulcer 
who received powdered okra as the only form of 
medication. The diagnosis of each case was 
made by a positive history of peptic ulcer, a 
definite duodenal defect on fluoroscopy or ro- 
entgenograms and by positive laboratory data. 
Of the seventeen patients, one with a definite 
duodenal defect had no free acid response to 
histamine on two trial tests; another patient, 
who was diagnosed as having ‘a gastrojejunal 


ulcer, showed a gastric ulcer at operation, and 
another patient was also diagnosed as a post- 
operative gastrojejunal uleer. The duration of 
symptoms varied from seventeen years to six 
months, with an average duration of five years. 
The patients were observed in the Mandel Clinic 
and only six were hospitalized because the dura- 
tion and the severity of the symptoms war- 
ranted surgery. All patients without exception 
were having active symptoms at the onset of the 
treatment, and all but one had had one or more 
periods of present day medical or surgical ulcer 
therapy. In one instance, a patient who was 
having moderate relief by taking alkalies was 
transferred to treatment with okra. The diet 
used during the first week was a soft, residue 
free, seedless diet and was administered in small 
feedings six times a day. 1 gram of powdered 
okra in tablet form, with 14 glass water was 
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given every two hours. After the first week the 
patient was put on a soft full diet, free of con- 
diments and the powdered okra given as pre- 
viously noted. If the patient complained of 
distress early in the morning or at midnight he 
was given two tablets (2 grams) at this time. 
Under the okra treatment the patients in the 
hospital were up and about, while the patients 
in the clinie were at work or following their 
daily routine. 

Results: Of the seventeen patients observed, 
fourteen had immediate relief of symptoms on 
taking powdered okra as indicated above. One 
patient, whom we suspected of having a gastro- 
jejunal ulcer, was also immediately relieved for 
the first time in six months. This patient had 
had relief for a time by gastric mucin, but his 
symptoms returned. After two weeks of therapy 
with okra he was improved, but since he was 
fearful of the return of symptoms, and again 
requested surgical treatment, he was operated 
on. 

One patient had no relief for three days after 
taking powdered okra; relief of symptoms came 
on the fourth day and he has been symptom-free 
on a full diet and hard work. One patient with 
a duodenal uleer, who had had a gastroenteros- 
tomy has not obtained relief at any time. An- 
other patient, a physician, had questionable re- 
lief, but this patient admitted that he was 
irregular in taking the tablets. It is a most 
striking fact that of the six patients admitted 
to the hospital for surgical treatment only one 
patient was operated on. This was the patient 
who had severe symptoms, and had been pre- 
viously relieved by gastric mucin and was un- 
willing to continue medical therapy. The re- 
maining five refused operation because of the 
definite relief of symptoms following okra, al- 
though they had previously requested surgery. 

The administration of powdered okra tablets 
was discontinued in twelve patients, who be- 
came symptom-free after one to five weeks of 
administration. Five of these patients had im- 
mediate return of symptoms. On readminister- 
ing the okra tablets, these patients were im- 
mediately relieved. In one patient we were 
unable to come to any conclusion as to the effect 
of withdrawing medication. One patient had 
complete relief of symptoms for thirty-five days 
after one week of treatment. The symptoms 
then returned ; they disappeared as soon as okra 


was taken again. Two patients, who had com- 
plete relief after four weeks of treatment, com- 
plained of slight burning and some discomfort 
when no okra was taken, but continued without 
it on a full diet and are still being observed. 
Four patients, after three-five weeks of treat- 
ment, have been free of all symptoms for one- 
five weeks and are on a full diet. The patients 
complain of occasional belching, but more often 
of constipation following the use of the okra 
tablets. This was corrected by the use of min- 
eral oil. Two of the patients complained of in- 
creased heartburn after taking the okra for a 
week or more, although they were relieved of 
symptoms of pain. On discontinuing the medi- 
cation complete relief of all symptoms occurred. 
COMMENT 

Our experience with powdered okra in a 

selected group of carefully studied peptic ulcer 
patients, points to the relief of the predominat- 
ing symptoms of pain and gastric discomfort 
following a short period of administration. This 
confirms the recent report of Jones, Ivy and 
Atkinson’. We wish to emphasize that there 
are many factors involved in evaluating the re- 
lief of symptoms in gastric disease. Such factors 
«were carefully interpreted and controlled as 
much as is possible in a clinical study. (See 
tables 1 and 2). The relief of symptoms despite 
an active acid response in a greater number of 
our patients (72% ) may seem at first difficult 
to interpret. It has been shown by one of us 
(Meyer, Fetter and Strauss)* that the pain of 
gastric ulcer is independent of acid secretion. 
We suggested that the associated gastritis is the 
principle cause of pain. It is very likely that 
the okra relieves the symptoms by alleviating 
this gastritis and duodenitis. 

These observations are in accord with the re- 
marks of Mathieu' who raised the question as to 
whether the favorable results, by the use of 
agar mucin was due to some other factor than a 
mechanical one. 

Our observation in dogs of the decreased 
emptying time of the stomach following the ad- 
ministration of okra suggests that this also may 
be an important factor in the relief of symp- 
toms. 

The increased acid response to okra in a 
greater number of our patients (72%) and in 
50% of normal students suggests a striking 
similarity to the results obtained by Rivers* and 
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others on using impure gastric mucin. Whether 
this vegetable contains a histamin-like substance 
is now being studied. (see above) It is striking 
that in but two instances the symptoms (such 
as heartburn) following the use of okra were 
sufficient to warrant its discontinuance. 

We wish to emphasize, that the present ob- 
servations merely indicate the use of powdered 
okra as a valuable substance in the symptomatic 
relief of peptic uleer. We hope to present, in 
the future, clinical and experimental data, of 
the effects of this substance on the healing and 
prevention of duodenal uleer. For the present 
we recommend its trial as a clinical experiment, 
and wish to emphasize the need of continued 
observation and control before forming any def- 
inite conclusions as to the efficacy of okra in the 
cure of peptic ulcer. 
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CYSTOGRAPHY AS AN AID IN 
UROLOGIC DIAGNOSES* 
IiyMAN J. BuRSTEIN, M. D. 

DECATUR, ILLINOIS 

The cystogram is a radiogram of the bladder 
after it has been filled with contrast medium. 
It is a distinct aid to cystoscopy and in many in- 
stances the only method of determining 
bladder pathology when cystoscopy is impossi- 
ble or contra-indicated. 

The eystogram has routinely in the past been 
made by filling the bladder with contrast 
medium through a catheter in the urethra. 
Since the advent of intravenous urography 
however, the filling of the bladder after excre- 
tion by the kidneys permits not only a 
radiogram of the kidneys and ureters, but also 
of the bladder. However, with certain exceptions 
the filling of the bladder through the urethra 
is the best method for eystography. 

Intravenous urography is one of the greatest 
advanees in urology in the past 30 years. It 


*Read before Section on Radiology of Illinois State Medica) 
In Symposium on Genito- 


Society, Peoria, May 16, 1933. 
Urinary Diseases. 
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overshadows all other advances in urology which 
are of distinct note in the last ten years, and in 
the field of roentgenology is one of the outstand- 
ing advances during the past few years. While 
the eystogram is not a new procedure, and is 
not as frequently used as other diagnostic 
procedures it has a distinct place in our 
armamentarium. 

Cystography is a valuable adjunct to cysto- 
scopy and in some cases may supplant ocular 
examination as a diagnostic measure. It is of 
special value in stricture of the urethra where 
instrumentation is inadvisable, in pathological 
conditions of the bladder where visualization is 
impossible because of hemorrhage, and in 
severely infected and shrunken bladders where 
tolerance to distension is poor. In vesical neck 
obstruction in infants cystography is invalu- 
able. In obstructive lesions of the bladder in 
adults eystograms give us added information 
regarding the type of obstruction and secon- 
dary bladder changes. They are also an aid in 
establishing diagnoses of fistulous tracts from 
the bladder, show the extent of vesical neo- 
plasms, and help in detection of roentgen-ray 
transparent ealeuli. In bladder diverticula, 
cystography is of value in determining their 
size, depth and emptying ability. Intravenous 
cystography is of extreme help in early and 
prompt recognition of traumatic bladder condi- 
tions, and a roentgenologie examination with 
intravenous dye should be routine in every sus- 
pected ease of injury to the urinary tract. 

For routine work 6.5% sodium iodide has 
been well tolerated, given satisfactory films, and 
is most efficient. The newer preparations that 


have been developed for intravenous urography 
may be used, are non-irritating and non-toxic 
but are more expensive. A flat plate of the tract 
should always be made preliminary to cysto- 
scopy and before injecting any opaque solution. 
This gives the outlines of kidney, psoas muscles, 
oftentimes the bladder, the bony pelvis and 11th 
and 12th ribs. In making the eystograms, 150- 
200 cc. of the iodide should be injected, an 
antero-posterior and then right and left oblique 
films should be made. These are made to dem- 
onstrate any diverticulae that might be over- 
looked by a direct antero-posterior picture. 
Then the bladder is emptied by catheter and @ 
final plate is taken, after injecting a similar 
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amount of air. This will aid in demonstrating 
retention diverticulae, tumors and intravesical 
prostatic enlargements. The inflation of the 
bladder with air, while very valuable and at 
times definitely indicated carries with it the 
danger of forcing air up the ureters into the 
kidney, producing air embolism and death. 
However, cystography by this technique and 
carried without undue pressure and overdisten- 
sion of the bladder has proven a relatively 
simple, painless procedure with none of the 
complications of shock, hemorrhage and air 
emboli that have been mentioned. Oxygen may 
be used as a contrast media, and may be of par- 
ticular value in outlining bladder calculi. 

Recently the use of a new preparation, 
thorotrast, has been described as of particular 
value in demonstrating bladder pathology, and 
has been used widely in some European clinics. 
On account of its high viscosity it is said to be 
more suited for cystography than for retro- 
grade pyelography, and another form of the 
drug has also been adapted for intravenous 
roentgenography of the liver and spleen. 

Hypertrophy of the prostate produces char- 
acteristic changes in the cystogram depending 
upon the degree and type of glandular enlarge- 
ment, and cystography should be routine in this 
group of eases. With the increasing number of 
transurethral prostatic operations the value of 
cystography may be increased and serve as a 
further check on the results of bladder neck re- 
sections. 

On eystography, prostatic enlargement may 
show a filling defect about the vesical neck and 
with considerable enlargement the base of the 
bladder is elevated off the symphyses and the 


base becomes broadened. In hypertrophy 


Which is chiefly intra-urethral there may be no 
neck changes on the cystogram, and also many 
eases of extensive hypertrophy show but )ittle 
elevation of the base. The secondary changes 
in the eystogram are due to disturbance of the 
function of micturition and consist of irregu- 
larity in contour of wall due to obstructive 
trabeculation, cellule formation, sacculation, 
diverticula and ureteral regurgation of fluids 
from the bladder. 

In the study of diverticula the cystograms 
determine their exact size, position, and re- 
lation to the bladder and ureters. The most 
common sites for diverticula are in the ret- 
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rotrigonal area and adjacent to the ureteral 
orifices. Less often they are on the dome and 
lateral walls. Treatment of them depends 
upon their ability to empty which is demon- 
strated by roentgenograms. By injecting 
opaque solutions, then emptying the bladder 
of the solution and using air as a contrast 
media, inability of a diverticulum to empty 
may be determined by the retention of the 
opaque solution in the diverticulum. Another 
method of studying diverticula is by the pas- 
sage of a radio-opaque ureteral catheter into 
the orifice. Cellules and pseudo-diverticula 
ean be differentiated from the true diverti- 
cula by their shallowness on plates and on 
cystoscopy are seen to lie between the bands 
of hypertrophied muscle fibres. 

Regurgitation of fluid into the ureters is 
present in some cases of prostatic hypertrophy 
and can be shown by eystograms. This ex- 
plains some of the associated upper urinary 
tract infections due-to insufficient bladder 
evacuation and in infants especially, should 
all cases of persistent pyuria have a cysto- 
graphie studv made to determine the condition 
of the urinary tract and to detect regurgita- 
tion of urine into ureters and rena) pelves. 
Kretschmer observed ureteral reflex in three 
of a series of ten normal children and we must 
differentiate the normal from the pathologic 
in these cases. 

In diagnosing bladder tumors eystography 
is frequently an aid in determining the size and 
extent of the growth. Oftentimes a eysto- 
scopic examination is unsuccessful in this 
group of cases because of vesical intolerance 
or excessive hemorrhage and cystograms may 


be of particular help and act as a guide 


towards treatment. Papillomata are charac- 
terized on the films by circumscribed, filling 
defeets with regular margins, with the edges 
fading towards the eavity of the bladder. In 
malignant growths the deformity is usnally 
more irregular, and infiltration produces faded 
rigid outlines. With advanced neoplasm the 
bladder becomes shrunken, intolerant and 
eapacity and distensibility are lessened. If the 
tumor invades the region of the ureteral ori- 
fices, secondary ureteral insufficiency and 
regurgitation may be seen. However, cystos- 
copy, where visibility can be obtained, is most 


important in determination of type lesion, be- 
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cause not infrequently a large pedunculated 
benign tumor may simulate and be considered 
as an infiltrative mass. Repeated cystograms 
are of particular help in determining the 
progress of the condition and improvement 
under treatment. 

For early diagnoses of intra and extra- 
peritoneal bladder rupture the method of 
Vaughn and Rudnick, of passing air per 
catheter into bladder is valuable. With intra- 
peritoneal rupture the air escapes into the 
abdominal cavity and by placing patient in 
upright position the air bubble will accumulate 
underneath the diaphragm, a procedure similar 
to X-ray determination of perforated hollow 
viseus. In an extraperitoneal rupture the air 
ean be seen in the perivesical tissues. With 
the introduction of intravenous urographic 
media, ruptured kidney or bladder can be de- 
tected similarly by the extravasation of the 
dye from the normal channels. 

Variations in eystograms-may also be seen 
as a result of extra-vesical pathology. Peri- 
eystitis and space of Retzius infection may 
cause pressure changes in cystograms. Such 
conditions of the female genitalia as pregnancy, 
ectopic gestation, pelvie abscess, tumors of the 
womb and adnexa, and prolapse may cause fill- 
ing defects on eystography, in addition to 
urinary disturbances. Tumor of the cervix 
may cause an elevation of base of bladder simi- 
lar to that seen in prostatic enlargement. As 
a supplement to cystoscopy in cervical malig- 
nancy, cystography may aid in determination 
of intra-vesical extension, or early bladder wall 
invasion, and this: serve as a guide towards 
therapy, especially in the usage of radium. 

In central nervous system disease and dis- 
turbances of the function of micturition, the 
eystogram is of diagnostic aid. Very often, 
the first symptoms of a spinal tract disease may 
be manifested by urinary dysfunction. The 
characteristic ecystographic findings of a neuro- 
genic bladder are enlargement and irreguiarity 
in outline. Cellule formation, diverticula and 
ureteral regurgitation may be apparent in 
long standing conditions, and with ureteral 
valve incompeteney hydro-ureter and hydro- 
nephroses may follow. With sphineteric re- 
laxation, the cystogram may show dye in 
posterior urethra. 

Radiographs of the bladder are of extreme 
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importance where a diagnosis of stone is sus- 


pected and a flat plate should always precede 


cystography. For visualization of stones cast- 
ing only a faint or no shadow, injection of air 
into the bladder will outline the stone shadow 
more distinetly. If the question of extravesical 
shadow arises, cystograms made with contrast 
media in antero-posterior and lateral views will 
aid in diagnoses. In differentiating shadows 
over vesical area one must consider phleboliths 
in gastro-intestinal tract, foreign bodies in the 
female genitalia and calcification of ovarian 
and uterine cysts. 

Cystoradioscopy, or bladder visualization be- 
fore a roentgen-screen after injection of 
contrast media is another adjunct to urologic 
diagnoses, but has been used relatively less. 
By this method the bladder can be studied in 
different planes, and its physiologic function 
determined, in addition to diagnosing gross 
abnormalities. 

From the foregoing, the immense value of 
roentgenologic examination of bladder condi- 
tions may be seen. Cystography is not 
intended to supplant cystoscopy, but when 
combined with ocular inspection, gives us 
invaluable aid in diagnoses. With the further- 
ance of intravenous urography and added 
experience, detailed roentgenographiec study 
will continue to shed new light on pathologic 
conditions of the urinary tract. 
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UROLOGIST AND ROENTGENOLOGIST: 
THEIR INTER-RELATIONSHIP* 


B. L. Apeuspercer, M. D. 
PeoriA, ILLINOIS 


The object of this paper is to reconsider 
some of the established facts relative to uro- 
logic study by x-ray, and in that way to 
perhaps help towards better diagnosis of exist- 
ing urologic disease. 

One of the most fundamental requirements 
for proper x-ray study of the urogenital tract 
is the acceptance of a routine of procedure 
which is sufficiently complete in its scope to 
elicit the presence of existing pathology. After 
the presence of disease has been noted addi- 
tional procedures may be resorted to if 
necessary to establish the character or prove 
the existence of the lesion. 

The open plate of the kidney ureter and blad- 
der is in my opinion of as much importance as 
are the films with opaque media. I need not 
recite to you the many points of importance 
that it offers, but will emphasize that no uro- 
logie examination by x-ray should be started 
by its omission or considered complete until 
such an exposure is made. A calculus shadow 
in the open plate strikingly illustrates the 
value of such a film when it is compared to the 
film with opaque ureter catheter in place or 
pyelo-uretero-gram. Also the open plate with ap- 
parently no signs of existing pathology, that is 
the plate which often is considered ‘‘Nega- 
tive,’ is in fact many times a foundation of 
defense for or against existing shadows found 
in subsequent films made after injection of 
opaque media. 

I prefer to first investigate all upper urinary 
tract disease, that justifies such investigation, 
by ureteral catheter and retrograde pyelog- 
raphy, since the ureter catheter is able to 
afford so much valuable clinical information. 
After which, by virtue of existing disease, in- 
travenous urography is resorted to as a 
hecessary and essential procedure for complete 
diagnosis. In renal tuberculosis I feel that it 
might be well that intravenous urography be 
placed ahead of retrograde pyelography. 
Since by such preliminary procedure one may 
be supplied with a great amount of informa- 


a 
*Read before Section on Radiology of Illinois State Medical 
Society, Peoria, May 16, 1933. 
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tion before the tuberculous patient is subjected 
to instrumentation. 

In order to appreciate the existence of dis- 
ease in the upper urinary tract one must be 
aware of the normal anatomic conditions 
present in the kidney and the mechanical as 
well as the physiologic ability of the kidney to 
excrete urine. The roentgenologist, I believe, 
should be thoroughly acquainted with the me- 
chanical phase of urinary emptying of the 
renal pelvis, the process of transfer of urine 
from the kidney pelvis down the ureter and 
into the bladder, and then the emptying of the 
bladder through the urethra. With these facts 
well established in our minds, then the exist- 
ence of obstructive urologic lesions and their 
effect on the upper urinary tract will become 
more strikingly apparent on exposed films. 

Dr. William H. Herbst has through the use 
of pyeloscopy very strikingly shown the nor- 
mal mechanism of urinary excretion from the 
renal pelvis. 

Dr. Cumming of Detroit, through serial 
pyelography has shown the striking variations 
in the renal pelvis and ureter under normal 
emptying conditions. Many apparent hydro- 
nephroses and ureteral disfigurations are in 
reality normal changes taking place in a flexi- 
ble pelvis and ureter during the peristaltic 
wave incident to the transfer of urine from 
the renal pelvis to the bladder. 

Dr. T. D. Moore of Memphis, has devised a 
cassette in which one-third of the film is ex- 
posed and in rapid succession 3 films of the 
injected kidney pelvis and ureter are taken. 
These films again demonstrate the conditions 
present incident to the emptying time of the 
kidney. 

The late Dr. Belcher of Cleveland, some 
years ago demonstrated the chance of error 
in diagnosis due to under filling of the renal 
pelvis. : 

Normal renal pelvis filling and emptying is 
a basic guide to recognition of most all renal 
pathology. To recognize renal pathology by 
x-ray and pyelography means the recognition 
of the deviation from normal as shown by those 
particular films. Hence in the creation of a 
pyelogram which is to present the actual con- 
dition of the renal pelvis and which is to 
present the picture of disease present, one must 
create such a pyelogram with utmost care and 
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precision, so as not to either underestimate or 
overproduce such evidence. 

The advent and use of intravenous dye to 
exhibit excretion urography has taught us more 
than the ease with which one can visualize the 
kidney pelvis. With the many advantages it 
has given us it has taught us that the excre- 
tion from the kidney of dye supplied 
intravenously, is a smooth physiologic excre- 
tion, undisturbed by human hands and that 
delicate shadows of filled calices, normal or ab- 
normal, retention of dye through obstruction, 
or its rapid elimination, all take place under 
conditions truly existing in the kidney at the 
time of examination, which in no way is in- 
fluenced by such factors as underfilling 
through a ureteral catheter, or bold over-dis- 
tention by the same method. 

I cannot help but feel that if the roentgenol- 
ogist attaches the same appreciation to 
these factors as the urologist, his path toward 
proper interpretation of urologic films will be 
greatly enlightened. The diagnosis of ‘‘Hy- 
dronephrosis,’’ ‘‘Large Kidney,’’ ete., is 
meaningless except for the symptom expressed. 
Since we know hydronephrosis is usually 
secondary to obstruction or inflammatory dis- 
ease, the presence of a hydronephrotic kidney 
pelvis calls for further evidence of the reason 
for its existence. It is true that many urol- 
ogists interpret their own films and I make 
use of that practice myself; however there are 
many instances in which the roentgenologist is 
called upon to x-ray the urogenital tract and 
to commit himself as to the presence of prob- 
able existing pathology and in such instances 
the roentgenologist may be of extreme value 
in suggesting further films under different con- 
ditions, the nature of which he has learned 
through his appreciation of the reaction of nor- 
mal renal anatomy and gross pathology of the 
urinary system, when subjected to the influ- 
ences of opaque media. 

I shall now show a few slides to illustrate 
certain types of renal and ureter pathology 
which I hope may be of value to you in the 
diagnosis of similar conditions. I shall omit 
a detailed clinical account of each ease and will 
mention only those points essential towards the 
interpretation of the film shown. 

Case 1. Slides 1, 2 & 3. Woman aged 67 with 
painless hematuria for one week, no fever or chills, 
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urine negative except for gross blood. No pus in blad- 
der urine or either kidney urine as obtained by ureteal 
catheter. Cystoscopy showed blood exuding from the 
right ureteral orifice. The injected kidney pelvis js 
shown, exhibiting a central excavating appearance, 
The question of infected kidney is ruled out by the 
absence of clinical signs and the absence of infected 
urine from that side. The question of tumor is fore- 
most in our minds and a papillary growth of the renal 
pelvis with destruction of adjacent parenchyna must 
be considered. Parasitic disease was ruled out by the 
absence of such evidence as shown by the specimen of 
urine obtained. The question of ruptured cyst must 
be considered as likely in view of the apparent spherical 
shadow cast by the opaque media. On operation a 
solitary hemorrhagic cyst of the kidney is found. The 
cyst showing a small pin-point rupture into the pelvis. 

These next two cases illustrate types of intermittent 
hydronephrosis due to extra-renal aberrant vessels, 
which by virtue of their presence and position cause 
obstruction to the outflow of urine from the renal 
pelvis. 

Case 2. Slides 4, 5 & 6. Man 32 years of age with 
attacks of pain in the left kidney region not associated 
with fever or pus in the urine. The first pyelogram 
shows that made with an injection of 10 ccm. of sodium 
iodide solution, the ureter appears to be implanted rather 
high in the pelvis than at the usual lowermost position. 
By increasing the injection to 14 ccm. and then to 18 
ccm. the apparently high insertion of the ureter dis- 
appears, and with it a well defined filling defect trans- 
versely across the ureter at the uretero-pelvic junction 
appears. The diagnosis of facial band with or without 
aberrant vessel was made. The overfilling of the pelvis 
was essential in that it demonstrates the effort of the 
distended kidney pelvis to push aside the obstruction. 
At operation a facial band with a large vein in it swept 
anterior to the ureter and firmly exerted an obstructing 
effect upon the ureter. This facial band and _ vessel 
were resected with immediate release of the ureter. 

Case 3. Slides 7 & 8. Illustrates a similar case 
in a woman aged 27 with left side renal pain. The 
vessel in this instance ran transversely across mid- 
pelvis as shown by the apparent filling defect in the 
upright film, and which was confirmed by operation. 

Case 4. Slides 9 & 10. Man aged 70 with mass in 
right lower quadrant, fever, pus in urine and occasional 
pain in right kidney region. The first slide shows a 
definite hydronephrosis of the right kidney pelvis, but 
is in itself incomplete, in that the ureter is underfilled. 
By filling the kidney pelvis and ureter completely, one 
sees the true situation, which is a hydronephrosis inci- 
dent to ureteral obstruction by an extrinsic tumor. 

Case 5. Slides 11 & 12. Woman aged 42. Sudden 
pain in left renal region with fever and chills, in bed 
for one week, then up walking about. Patient walked 
into hospital for urologic examination. These slides 
again show the value of completely filling the renal 
pelvis with opaque media. The first slide shows an 
impacted calculus at the ureteral pelvic junction with 
apparent hydronephrosis or pyonephrosis of the renal 
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pelvis. Further filling of the kidney pelvis shows a 
definite parenchynal necrosis of the lower pole which 
has approached the capsule and which is nearing rup- 
ture through to peri-nephritic tissue. The value of 
this film lies in that it prompted an immediate nephrec- 
tomy, so as to prevent a peri-nephritic abscess, as a com- 
plicating factor. 

Case 6. Slides 13 & 14. Man 48 with old pulmonary 
tuberculosis, hematuria, pyuria, and frequency of urina- 
tion. This pyelogram gives the gross picture of a 
hydronephrosis, but not in my judgment a picture of 
well defined renal tuberculosis, although he had a 
typically tuberculous bladder. The specimen shown is 
that of a massive, dry, renal tuberculosis. The bifid 
extra-renal pelvis is clearly shown by the pyelogram. 

Case 7, slide 15. Man aged 22 with fever, leucocy- 
tosis, pain in the left kidney region. A visible fullness, 
spasticity, and marked tenderness in left costo-vertebral 
angle. This open plate shows a shadow suggestive of 
perinephritic abscess; the pyelogram was normal. 
Operation proved the presence of a large perinephritic 
abscess. 

The next three cases are ones not of my own, but 
the films and clinical data of which have been very 
graciously supplied to me by three physicians in Peoria. 
They are shown to demonstrate the effect of forced 
over-distention of the renal pelvis with opaque material 
injected through a ureteral catheter. The first slide 
No. 16 is included to call your attention to the phe- 
nomenon of pyelo-venous backflow which I am sure 
you have seen many times before. It shows the ex- 
travasation of dye into renal parenchyma, both in patchy 
deposits and in a well shaped fan-like spread, through 
the parenchyma to the cortex in the upper pole. This 
type of extravasation of dye into the renal parenchyma 
is not uncommon with the least bit of over distention, 
and many times one sees with it sub-capsular collections 
of dye. 

These next two cases however illustrate the above 
points, but in addition show extra-renal extravasation 
of dye which gives very bizarre shadows. The first 
case, slides 17 & 18, is that of a man, laborer, who after 
lifting a heavily weighted box, experienced a sudden 
sharp pain in his left kidney region which was very 
shortly followed by bright blood in the urine. He 
was hospitalized immediately and a ureter catheter 
passed on the affected side and this pyelogram made, 
some 20 ccm. of opaque solution being injected. The 
question of urinary extravasation incident to trauma, 
or tumor of the kidney was considered. The patient 
lacked all clinical signs of urinary extravasation, so I 
suggested the use of intravenous dye to prove the 
presence or absence of the apparent extravasation. The 
second slide made following the intravenous injection 
of Neo-Iopex, shows a normal renal pelvis on the 
affected side. 

The next case, slides 19 & 20, is that of a woman 
with a pain in the right upper quadrant, in which uro- 
logic investigation was made to determine the status of 
the right kidney. 25cecm. of opaque solution were injected 
through a ureteral catheter and this picture obtained 
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which shows a marked extra-renal loss of opaque solu- 
tion. Here again, all clinical signs of urinary extra- 
vasation were lacking, and the suggestion to repeat the 
examination by intravenous urography and a second 
retrograde pyelogram was carried out. This slide shows 
the second retrograde pyelogram of the same side 
made several days later and shows a normal renal pelvis. 

The next case, slides 21 & 22, is that of an ectopic 
kidney with extra-renal pelvis and extra-renal calices. 
The patient was a man of 35 with a mass the size of 
an orange in his right lower quadrant, the upper edge 
of which could be felt rising up over the brim of the 
bony pelvis. He had a persistent albuminuria without 
casts. His blood urea was 30 mg. per 100 cc of blood 
(which dropped to 16 mg. on the 9th day following 
nephrectomy). The right kidney function could not be 
estimated while the left kidney had compensated two 
fold. The slide shows a compressed pancake type of 
kidney resting in the bony pelvis with calices and pelvis 
directed upward. The fact that the calices are extra- 
renal can be shown by the gas shadows in the bowel 
between them and the absence of parenchyma shadows 
around them, and also by the observation that the 
ureter catheter in the upper calyx changes its position in 
subsequent films with motility of the pelvis as influenced 
by intra-abdominal pressure. A ureter catheter changes 
position in a ptosed or rotated kidney, but maintains 
the same relative position, while the ureter catheter in 
the extra-renal calyx may be pushed in various direc- 
tions or bent towards the renal parenchyma by intra- 
abdominal pressure or change in position of the patient 
(as in this case). This change in the position of the 
catheter in turn changes the position of the calyx. 

CONCLUSIONS 

1. When x-ray studies are used to investi- 
gate urologic disease a definite routine of pro- 
cedure is necessary. 

2. The open plate of kidney ureter and blad- 
der must not be omitted. 

3. Underfilling and over distention of the 
renal pelvis with opaque media leads to false 
impressions of the pathology present. 

4. Increased filling of the ureter and renal 
pelvis with opaque media in moderation is 
often essential towards complete recognition of 
the existing lesion. 
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THE VALUE OF ROENTGENOGRAMS IN 
LESIONS OF THE URINARY TRACT* 
ArTHUR SPRENGER, M.D. 

PEORIA, ILLINOIS 


In their recent volume on Roentgenographic 
Studies of the Urinary System, Lower and 
Nichols state: ‘‘Perhaps in no other field of 
medicine or surgery has the roentgenogram 
been of more signal value than in the diagnosis 
of diseases of the urinary. tract.’’ Without 
doubt all members of the radiographic and uro- 
logical specialties will concur in this statement. 

Since the epochal work of Von Lichtenberg 
in 1906, radiographic methods and studies of 
the urinary tract have progressed to an un- 
usual degree culminating in the rather recent 
introduction of intravenous pyelography. 

Certain fundamental principles in diagnosis 
are constant. An exhaustive history, a search- 
ing physical examination with adequate labora- 
tory findings remain the basic structure upon 
which a diagnosis is built. In lesions of the 
urinary tract, the eystosecopic examination to- 
gether with a detailed roentgen study are 
necessary procedures. A correlation of the find- 
ings thus ascertained minimizes the possibility 
of error. 

It would be presumptuous on my part to speak 
of the method of preparation of the patient or 
the technique of radiography. That is purely 
the function of the roentgenologist. I believe, 
however, that harmonious co-operation between 
the urologist and roentgenologist is a vital fac- 
tor in solving many obscure and difficult 
conditions. 

There are many cases where a diagnosis with- 
out the aid of a roentgen examination is 
impossible. Radiographic findings frequently 
supplement or confirm the data acquired by the 
urologist. Given the various reports, and cor- 
relating them in the’ proper manner, we can 
be assured few cases will be missed. We can- 
not hope to achieve perfection, but we can 
reduce the errors to a minimum. 

The removal of a solitary kidney would never 
occur if the above considerations were applied. 
Many other unjustifiable mistakes can be elimi- 
nated by the application of a routine mode of 
examination. 


*Read before Section on Radiology, Ill. State Med. Soc., 
Peoria, May 16, 1933. In Symposium on Genito-urinary 
Diseases. 
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Viewed from another angle, radiographic 
examination of a case without urological in. 
vestigation may likewise prove disastrous. The 
writer is reminded of a case seen some years ago 
in which, following an attack of pain in the 
right renal region, a plain radiogram was 
taken. A shadow was noted, presumably in 
the right kidney area. A pyelotomy was done 
but the surgeon failed to locate the stone. Uro- 
logical examination in conjunction with a 
roentgenogram disclosed the shadow outside 
the kidney, a calcified gland. 

In all cases of renal lithiasis involving small 
stones, radiographic examination is made im- 
mediately preceding operation. The movement 
of stones in the ureter is too well known to 
permit of further comment. 

Tumor of the kidney through compression 
of the renal pelvis with a resulting dilatation 
of. the calyses lends itself readily to radio- 
graphic diagnosis and this is particularly true 
in many instances of renal neoplasm where 
hematuria is not a symptom. 

The roentgenologist can be of invaluable as- 
sistance in malignancy in any portion 6f the 
urinary system. Radiographic views of the 
skull, chest, and long bones are required in 
all cases of new growth in the urinary tract. 
Metastasis having occurred, surgery is contra- 
indicated, other than for symptomatic relief. 
In this connection, I am reminded of an elderly 
gentleman who had been subjected to a period 
of treatment for some type of rheumatism. 
Cystoscopy and rectal examination revealed 
a nodular obstructing prostate, apparently 
malignant. A roentgen study disclosed an 
“‘ivory pelvis.’ How frequently, following a 
diagnosis of renal tumor, metastatic growths 
are found in the lungs. 

In renal tuberculosis, the roentgenologist can 
be of assistance, although the diagnosis is most 
often made following cystoscopy and animal in- 
oculation. For those who hesitate to do retro- 
grade pyelography in tuberculosis of the 
kidney, intravenous urography is helpful. 

Hydronephrosis and pyonephrosis can read- 
ily be diagnosed by urological methods, the 
amount of residual urine found in the kidney 
being of decided help. However, a pyelogram 
will verify the diagnosis, showing a dilatation 
or fragmentation of the kidney involved. 

Renal ptosis, anomalies of the kidney, of 
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position and number, are practically impossible 
of detection without assistance from the roent- 
genologist. In this connection, I might add 
that cases of incomplete reduplication of the 
ureter can be diagnosed only by x-ray studies. 

Peri-nephritic abscess not infrequently gives 
rise to difficulty in diagnosis. Pain and pyrexia 
are the common findings together with a nor- 
mal urine. It is here that a carefully made 
roentgen film will show a dimming or total 
absence of the psoas shadow with frequently 
a curvature of the spine away from the affected 
side. 

The diagnosis of ureter strictures and kinks 
is made possible by carefully done retrograde 
pyelo-ureterograms or by intravenous urog- 
raphy. The bladder may be readily examined 
cystoscopically but there are occasions when 
much assistance can be obtained from a well 
executed eystogram. The determination of the 
presence of diverticula, the contour of the ob- 
structing prostate, and the size and amount 
of vesical infiltration of bladder tumors can be 
ascertained in this manner. 

Finally, in urological work in children, the 
roentgenologist is a valuable aid. In a large 
series of cases where urological symptoms were 
present, radiographic assistance was constantly 
required and the results obtained demonstrated 
very clearly the worth of the procedure. 

It is my firm opinion that in most cases of 
urinary tract pathology the assistance gained 
from a properly conducted roentgenological ex- 
amination correlated with the data obtained 
from other examinations offers the greatest 
hope in solving our most difficult problems. 





DISCUSSION ON SYMPOSIUM ON GENITO- 
URINARY DISEASES 


Dr. Herman L. Kretschmer, Chicago: Mr. Chair- 
man and members of the Section on Radiology: It is 
a great privilege to open the discussion on this group 
of exceedingly interesting and well prepared papers, 
that have covered such a wide variety of subjects. I 
am sorry that in the few moments at my disposal I can- 
not discuss all of the various points brought out by the 
essayists. 

Dr. Heckel discussed the failure to obtain a pyelo- 
gram after the intravenous injection of dye. May I 
emphasize the great importance of interpretation under 
these circumstances? Failure to obtain a pyelogram 
does not always mean that the patient has a dead kid- 
ney. Lack of appreciation of this fact has led to re- 
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moyal of the kidney. I have seen several normal kid- 
neys that were removed due to faulty interpretation. 

Failure to obtain pyelograms may be due to disturbed 
function as may be seen in the prostatic. In certain 
cases of great renal activity no visualization is obtained 
due to the rapid emptying of the pelvis. Unilateral 
failure to obtain visualization may be due to reflex anuria 
due to an impacted stone in the ureter and, therefore, 
not due to a dead kidney. Appreciation of this fact 
should direct surgical attack toward removal of the 
stone and not the kidney. In several cases in which 
nephrectomy was advised, based upon a diagnosis of 
the presence of a dead kidney, removal of the stone was 
followed by a rapid return of normal function. In 
children failure to obtain visualization may be due to 
rapid emptying of the renal pelvis. 

In all cases in which intravenous pyelography fails 
to visualize the pelvis a retrograde pyelogram should 
be done. 

Undoubtedly one of the greatest fields of usefulness 
of intravenous urography is in cases of stone and in 
the obstructing uropathies, e.g., hydronephrosis. Intra- 
venous urography is also of great value in the urologic 
study in infants and children and often avoids the neces- 
sity of subjecting these little patients to a cystoscopic 
examination. 

Dr. Burstein emphasized the fact that the systogram 
is not a substitute for systoscopy. I wish to agree with 
this statement and to say that this very valuable pro- 
cedure should always be considered as an adjunct of a 
carefully done cystoscopic examination. 

Great care must be exercised in the reading of cysto- 
grams, especially in the presence of a filling defect. 
I have repeatedly seen errors in reading cystograms 
showing the presence of a filling defect in which a 
diagnosis of bladder tumor was made, and at the cysto- 
scopic examination no tumor was found. It is well to 
always bear in mind the fact that a filling defect may _ 
be due to extrinsic lesions, such as a full bowel, fibroids 
and ovarian cysts. 

I believe the greatest value of cystography is in the 
diagnosis of bladder diverticula. It shows the number, 
shape and size of diverticula in a most striking way. 
And there too it often reveals the presence of a diverti- 
culum when least expected and often demonstrates a 
diverticulum overlooked at the cystoscopic examination. 
As you all know, it is relatively easy to overlook a small 
opening of a diverticulum in the presence of a severe 
cystitist or when the opening is hidden by an enlarged 
prostate. 

Dr. Adelsberger stressed the importance of always 
beginning with a flat plate. This is an exceedingly 
important point and will save you much embarrass- 
ment. It is relatively easy to come to wrong conclusions 
in cases of large branched stones in which a pyelo- 
gram has been made without first taking a flat plate. 
He also called attention to another important point, 
namely, to avoid overdistention in making retrograde 
pyelograms. 

I think Dr. Sprenger brought out a very important 
point when he stressed the great importance of taking 
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a very careful history and then making a careful and 
complete physical examination and this to be followed 
by a flat plate. He has also called attention to the 
supplemental value of the roentgen ray in the diagnosis 
of malignant disease, especially in determining the pres- 
ence of metastasis to the bones. In malignant disease 
of the bladder and especially of the prostate, the roent- 
gen ray may show the presence of bone metastases when 
least expected. These are of two types, osteoclastic 
and osteoblastic. In the osteoclastic type no problem 
is presented in differential diagnosis. However, in 
some of the osteoblastic cases it may be difficult to 
differentiate Paget’s disease. This differentiation is 
of the greatest importance since it may weigh for or 
against a major surgical procedure. 

Dr. F. Flinn, Decatur: This subject has been cov- 
ered very thoroughly by the essayists and the other 
discussants of these papers. There are one or two 
points that I would like to emphasize, in particular, the 
pathology shown by the cooperation of these two spe- 
cialties. There are no two specialties that are more 
necessary to one another than the radiologist and the 
urologist. I do not know how they would get along 
without each other. I like to think of the radiologist 
as the link between the general practitioner and the 
urologist. I have had that impressed on me in several 
cases. One young woman was sent in for a flat plate 
looking for urinary calculi and none were found. For 
some reason the urological examination was postponed 
at that time and a second time the patient was sent 
back for a flat plate. The report was negative for 
urinary calculi and examination by ureteral pyelogram 
was not done because the patient had become pregnant. 
The condition became so severe that the patient came 
to the hospital and the urologist was called in. On 
intravenous pyelograms it was found she had advanced 
tuberculosis of the kidney. I believe if the urological 
examination had been made at the time the first film 
was taken this patient could have been saved. 

One point brought out by one of the essayists was the 
advantage of a flat plate in accidents in which there is 
rupture of the bladder. This is another case where the 
radiologist acts as a link with the urologist. After 
we get both the intravenous pyelograms and other 
radiographs I feel then that the radiologist and urologist 
are ready for consultation. Until that is done we are 
often at sea. Another matter in which they have 
found cooperation to advantage is extravasation of the 
medium in the pelvis. My last point is that we should 
probably do more re-examinations than we do. Very 
often we have found conditions in which neither the 
radiologist nor the urologist are satisfied and I do not 
hesitate to recommend re-examination. 

Dr. B. L. Adelsberger, Peoria: I never make bilateral 
pyelograms on one film. The first shown in these cases 
represented the pathologic kidney, and the second film 
shows the normal opposite kidney and whatever re- 
tention of media the pathologic kidney may exhibit, 
which probably gave Dr. McKenna the impression of 
bilateral injections made on the same film. The other 
point he mentions concerning the aberrant vessel was 
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a plate in which the catheter had been withdrawn to 
the lower third of the ureter and the injection made, the 
ureter dilating above the catheter by virtue of the in- 
jection. I thank the officials of this section for inviting 
me to be here this afternoon, and those who discussed 
my paper. 

Dr. Sprenger (explaining slides): I will present a 
few slides which will show how definitely pathology 
may be shown by the proper radiographic technique. 
A growth in the upper pole produced this marked de- 
formity in the renal pelvis. The patient was struck in 
the right kidney region posteriorly by a golf ball which 
had traveled about 150 yards. There was slight 
hematuria that evening. As he had been perfectly well 
prior to that time, he connected the hemorrhage with 
his injury. Examination disclosed his condition was 
not due to injury and on operation a kidney containing 
a large tumor was removed. 

This second patient had a large renal neoplasm 
which crowded the ureter across the vertebral column. 
Note particularly the gall stones which were an inci- 
dental finding. 

The next case shows a marked deformity in the 
pyelogram in a patient 38 years of age. A diagnosis 
of unilateral tuberculosis was made. Following re- 
moval of the kidney, tissue section disclosed an acti- 
nomycosis and a tuberculosis. 

The next group of slides show the value of radio- 
graphic study. We see here branched calculi filling 
the renal pelvis. In one case stones are bilateral. This 
slide (indicating) was taken five years prior to the 
one preceding and shows the rapidity of growth of 
certain types of calculi. 

The next two slides are of patients with ureteral 
calculi. Movement of the stones can be closely fol- 
lowed by frequent x-ray studies. 

Radiographic study in children is very important. 
This patient was a child 6 years of age with a huge 
dilatation of the right kidney and right ureter with a 
marked involvement, as you will note, of the left kidney 
and ureter. Indwelling catheters were used over a 
period of weeks. A bad prognosis was given and the 
parents decided to have the child die at home. A year 
passed when I learned that the child had fully recovered 
its health. Apropos of this case I might suggest that 
a prognosis should always be guarded. 

The next patient is a child less than one year of age 
with a congenital stricture at the uretero-pelvic junc- 
ture. (Indicating.) Nephrectomy was done after 9 
months effort to dilate the stricture with indwelling 
catheter. 

The next patient is a child 6 months of age. You 
will note the enormous dilatation of both kidneys and 
ureters. A large ureterocele was found on the right 
side. Autopsy showed both kidneys practically de- 
stroyed. 

The next slide shows a congenital stricture at the 
uretero-vesical and uretero-pelvic juncture, age 3 
months. Temperature was of the septic type and the 
patient was very ill. Indwelling catheter was used 
repeatedly but all efforts to relieve the condition failed. 
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Nephrectomy was done and the child is perfectly well 
after a lapse of three years. 

The last slide shows what appears to be a stone in 
the lower third of the left ureter. The calculus was 
apparently impacted and a ureterostomy was attempted. 
The calculus was apparently impacted and a ureter- 
ostomy was attempted. At operation instead of a stone 
a dense band of adhesions was found constricting the 
ureter. A lumbar incision was then done and a badly 
damaged kidney removed. 

Dr. Hilt, Springfield: There is one important point-— 
that is, in tuberculosis of the kidney, there should be a 
chest examination made before tuberculous kidney is 
removed. 





THE CLINICAL APPLICATION 
OF 
EXCRETION UROGRAPHY* 
Norris J. Hecxeu, M.D. 
CHICAGO 
Urologists have long recognized the need for 
a different method than that of retrograde 
pyelography for visualization of the urinary 
system. They were particularly desirous to de- 
velop a procedure which would give a better 


conception of the physiology and physio-pa- “ 


thology of diseases in the urinary tract, and at 
the same time eliminate the necessity for the 
catheterization of the ureters. Toward this end 
scientists for the last twenty-five years have 
devoted much effort. 

In the summer of nineteen hundred and 
twenty-nine, von Lichtenberg and Swick ob- 
tained suecessful pyelograms from the intra- 
venous injection of uro-selectan prepared by 
the chemists, Binz and Rath. This solution 
met all of the requirements for excretion urog- 
raphy. It was well tolerated, produced only 
mild or practically no reactions and gave good 
visualization of the urinary system. Since the 
discovery of uro-selectan, other similiar chemi- 
eal compounds have been developed and are 
used with even better clinical success. 

This new method has not only simplified 
the procedures necessary in urological exam- 
inations, but has also brought forth new con- 
ceptions of the physiology and pathology of 
diseases in the urinary system. It has given 
us new ideas in the interpretation of the dis- 
turbances of the urinary tract. 

In order to correctly interpret these new 


ee 

*Read at the Illinois State Medical Society, Section on 
Radiology, May 16, 1933, Symposium on Genito-Urinary Dis- 
eases, at Peoria, Illinois. 
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conceptions, it must be recognized that the 
fundamental principles of excretion urography 
are entirely different from the principles of 
retrograde or instrumental pyelography. This 
fact can not be too strongly emphasized. The 
new method is a physiological one. It involves 
the principles of kidney excretion. The old 
method — instrumental pyelography — is a 
purely anatomical one and interprets diseases 
of the urinary organ only from anatomical 
changes. Excretion urography, however, re- 
veals not only anatomical alterations, but 
prineipally physiological disturbances; hence, 














Figure 1. Bilateral pyelectasis, secondary to prostatic 


obstruction. 


the urinary system is visualized as a unit from 
which new conceptions of associated pathology 
and physiology have been recognized. 


Many of the false interpretations that were 
earlier made in excretion urography, were due 
to erroneous conclusions based on the inability 
to interpret these physiological disturbances 
because an attempt was made to construe ana- 
tomical changes from physiological alterations. 
Likewise, some investigators claim they have 
observed a failure of normal kidneys to elimin- 
ate the solution. Such a deduction would be 
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against the principles of physiology and kidney 
excretion. In norma) kidneys with hyper-tonic 
activity and especially if the x-ray is taken 
during a systolic phase, poor visibility may be 
obtained. Therefore, the observations of these 
investigators can only be construed as errors 
in interpretation. 

To obtain better anatomical visualization of 
the upper urinary tract, many authors have ad- 
voeated the routine use of various devices to 
compress the ureters. Obviously, such a pro- 
cedure disturbs the normal motility of the 


urinary system and may lead to false interpre- 





Figure 2. Absence of visualization, due to extensive 
kidney damage from prostatic obstruction. Note the 


marked dilation of the right Jower ureter. 


tations. Any artificial method which interferes 


with normal physiology, would be against the 


principles of excretion urography. Compres- 
sion devices should only be used, therefore, in 


those instances where it is more desirous to 
obtain anatomical changes than physiological 
disturbances, such as in tumors of the upper 


urinary tract, 


In the earlier period of the development of 


exeretion urography, many clinicians regarded 


this method as a rival of instrumental pyelog- 


raphy. [¢ would be difficult to evaluate the 
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relative merits of the two methods, because 
their principles are entirely different. It would 
be more logical, to consider excretion urography 
as a new method which we can add to our 
armamentarium to aid us in a better interpre- 
tation and diagnosis of urinary diseases. To 
illustrate these principles, pyelograms of the 
more common urinary diseases will be dis- 
cussed. The first two will illustrate the adapt- 
ability of excretion urography in obstructive 
diseases, From this group, we have acquired 


many new conceptions and ideas of physiology 


and associated pathology. For example, the 





acute prostatovesiculitis. 


disturbances of the upper urinary tract from 
austruction at the bladder neck, such as in 
prostatism, have long been recognized. These 
disturbances, however, could previously be in- 
terpreted only from anatomical changes and 
then only in a relatively small number because 
of the imadvisibility in many imstances of ret- 
rograde pyelograms. Therefore, in this par- 
ticular group, excretion urography has been 
a welcome development. 

Figure 1, represents a patient who had an 
enlarged prostate with a chronic retention of 
urine. The exeretion urograms show a good 
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visualization of the urinary system. Both py- 
elograms reveal a bilateral pyelectasis and a 
clubbing of all the calyces. The ureters can be 
visualized through their length. They are 
atonie and dilated. There is no evidence of 
peristalsis. It should be mentioned that nor- 
mal ureters are never completely visualized. 
The cystogram shows an enlarged bladder. 
From this fifteen-minute film, one would in- 
terpret the function of these kidneys as fairly 
good in spite of the ascending bilateral py- 


elonephritis, secondary to benign prostatic 
hypertrophy. In obstructive cases where stasis 





incomplete block. 


is present, one must be cautious in interpret- 
ing kidney function on the basis of visibility 
alone. There is a tendency to over valuate the 
function. So from this picture, we see the 
physiological disturbances of the upper urin- 
ary tract from the pathology in the lower part, 
This method teaches us to appreciate to a 
Breater degree, system pathology. 

Figure 2 is also from a patient who had a 
marked retention from an enlarged prostate. 
He had a blood pressure of two hundred and 


thirty-five systolie and a bad myocarditis. The 


exeretion urograms show only a faint outline 
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of the bladdér. The lower part of each ureter 
is visualized and is markedly dilated and 
enlarged. We gee no solution in the kidneys. 
The fact that there is no visualization of the 
kidneys does not necessarily indicate that the 
method is a failure. On the contrary, it may 
reveal valuable information. Exeretion urog- 
raphy must fail to give visualization in those 
eases where kidney function is impaired. In 
this case, infection superimposed on kidney 


damage was the cause of the disturbed func- 


tion. 





/ 





Figure 5. Dilation of the right kidney pelvis, from n 
acute pyelonephritis, 

In the acute inflammatory diseases of the 
lower or upper tract, excretion urography has 
added much to our information, It has given 
us a better appreciation of the extensive dis- 
turbances which may happen to one part of 
the urinary system from a disease in another 
par t. 

In Figure 3, the right pyelogram shows a 
rather large hydronephrosis. The left is nor- 
mal as is also the cystogram. This patient had 


severe attacks of recurrent chills and fever 
from an acute prostato-vesiculitis. 
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An caleuli of the urinary tract, excretion 
urography is well adapted. A fairly accurate 
interpretation of kidney function can be ob- 
tained and in ureteral stones in which cathe- 
ters can not be passed, excretion urography has 
added much information in the studies of the 


diseased side above the obstruction. 


Figure 6. No visualization of the left kidney, due to 
a hypernephroma. 


Figure 4 is from a patient who complained 
of left renal colic and had gross hematuria. 
No stone shadows were seen in a plain plate of 
the genito-urinary system. However in the 
excretion urograms, there is a calculus in the 
middle part of the left ureter which is produc- 
ing a partial obstruction. The ureter above 
the stone is markedly dilated. There is a 
moderate hydronephrosis with elubbing of all 
the ecalyces. The function of this kidney is, 
however, not much disturbed. The right pyelo- 
gram is normal. The information revealed from 
this picture is all that is necessary for diagno- 
sis and besides, a fairly accurate conception of 
the kidney function is obtained. In cases where 
stone produces a complete block, there would be 
no visualization of the solution on that partic- 
ular side. 

Because of the simplicity of administration, 
excretion urography in children has been a 
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welcome aid in the study of the upper urinary 
system. Figure 5 shows a dilatation of the 
right pelvis with slight clubbing of the calyces, 
This six-year old girl had pyuria, dysuria, fre- 
queney and burning. The eystoscopie exam- 
ination was negative. From these findings, one 


is justified in making a diagnosis of a pyelone- 


Figure 7. No visibility of the left kidney, because of 
an extensive infection. : 


phritis of her right kidney. The culture of her 
urine contained B. Coli. 

In patients, where, because of technical dif- 
ficulties, failures or contra-indications, studies 
of the urinary tract could not be made from 
retrograde pyelograms, excretion urography 
has been a welcome development. 

Figure 6 is from a fifty-year old man, who 
had a symptomless and painless hematuria with 
a palpable left quadrant mass. Previously, 
several attempts had been made to catheterize 
the left ureter. The excretion pyelograms show 
no filling of the left pelvis. The right pyelo- 
gram is normal. A diagnosis of kidney tumor 
was made and confirmed at operation. 

Figure 7 also shows an absent left pyelo- 
gram. The right is normal. Eleven months 
previously, the patient had a stone removed 
from this kidney. Following the operation he 
had a persistent discharging sinus which failed 
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to heal. The absent left pyelogram is due to 


extensive infection of this kidney. It is in- 
teresting to note how differently we arrive at 
our interpretations and deductions from this 


method in comparison with retrograde pyelog- 
raphy. For imstance, in these last two pictures 





Figure 8. Extensive changes in the upper urinary 
tract, from acute pyelonephritis of pregnancy. 


disturbances of physiology are the important 
considerations and not anatomical changes. In 
both of these cases, retrograde pyelography 
failed to give the information. 

There are many instances in which one hes- 
itates and is doubtful about the advisability 
of making retrograde pyelograms. In such 
cases, excretion urography may give us all the 
information which is desired. Figure 8 shows 
a marked bilateral dilatation of both pelves 
and calyees in an eight-month pregnant woman 
who had marked urinary symptoms, with a 
temperature which varied from 102° to 104°. 

Figure 9 illustrates the use of excretion urog- 
raphy in the diagnosis of lower tract path- 
ology. It shows a small diverticulum of the 
bladder which was an incident finding in a 
patient with bladder-neck obstruction. 
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Figure 9. Showing a diverticulum on the left side of 
the bladder. 





WHAT OLD PEOPLE OWN 
The National Civic Federation quotes the following 
figures obtained by questioning 14,815 persons over 65 
years of age: 
cent. owned no property. 
cent. ‘owned up to $999. 
cent. owned $1,000 to $1,999. 
cent. owned $2,000 to $2,999. 
cent. owned $3,000 to $4,999. 
cent. owned $5,000 to $7,499. 
cent. owned $7,500 to $9,999. 
cent. owned $10,000 or over. 
This was also found: 
40.3 per cent. had incomes under $1,000 a year. 
24.0 per cent. had incomes of $1,000 to $1,999. 
16.5 per cent. had incomes of $2,000 and over. 
19.2 per cent. had no annual income. 
Life insurance carried by the men interviewed: 
1 out of 100 had $10,000 or more. 
21 out of 100 had $1,000 or more. 
45 out of 100 had no life insurance. 
—The Insurance Salesman. 
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THE USE OF SODIUM AMYTAL IN 
MYOCLONIC ENCEPHALITIS* 
FRANK Garm Norsury, A.M., M.D., F.A.C.P. 


Associate Physician, The Norbury Sanatorium 
JACKSONVILLE, ILLINOIS. 


Encephalitis lethargica or epidemic ence- 
phalitis is one of the three important acute in- 
fections of the central nervous system. The 
others are cerebrospinal fever and acute poli- 
omyelitis. Encephalitis is the newest from the 
standpoint of clinical interest yet according to 
Crookshank' there is some evidence ‘‘that epi- 
demies of a disease presenting characteristic 
features of encephalitis lethargica have occur- 
red from time to time in Europe during the 
past 450 years.’’ 

Clinical types of encephalitis are many as 
shown in the complete review by Riley’. Any 
part of the central nervous system may be in- 
volved. The disease is characterized by an 


acute inflammatory reaction with hemorrhagic 
foci in areas more markedly affected. Peri- 
pheral nerves may likewise show changes in 
this disease though for all practical purposes it 
can be designated as an affection chiefly of the 
brain and to some extent of the cord. 

The pathological picture is summarized by 


Buzzard and Greenfield* as showing, 1. vascular 
congestion, 2. evidence of toxic degeneration of 
the nerve cells and neurophagia, 3. prolifera- 
tion of the mesoblastie cells of the vessel walls 
and infiltration of the nervous tissue with these 
cells, 4. glial proliferation. 

Post-mortem examinations frequently show 
the lesions most marked in the basal ganglia 
and mid-brain though by no means limited to 
these areas. Many of the characteristic clinical 
features are explained by such localization. 
Vascular changes or hemorrhagic foci occur- 
ring in the basal nuclei with resultant affection 
or destruction of important nerve centers can- 
not help but cause profound changes in capacity 
for functions which have their origins, correla- 
tions or associations grouped there. 

Many patients who survive the acute on- 
slaught are apt to show effects of these changes 
as residuals which may appear at once or de- 
velop gradually. A process seemingly quies- 
cent even over a period of years may be lighted 
up. Most authorities consider this due to survival 


@Read before the Section in Medicine, Illinois State Medical 
Society, Peoria, Illinois; May 17, 1933. 
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of the infecting agent which continues to set 
up reactive inflammatory processes with re- 
sultant clinical symptoms. Activity of the 
virus may be held in check by gradual develop. 
ment of some sort of immunity, either general 
or local tissue type. Presence of an acute in- 
tercurrent infection of another sort or other 
causes may lower such immunity, thereby re- 
leasing the virus activity for extension. Thus 
an apparent recurrence of the encephalitic 
symptoms appears. 

Clinical classifications of acute epidemic en- 
cephalitis are many. Most of them have to do 
with the involved anatomical divisions of the 
central nervous system or the characteristic 
neurologic features of the subheading. The 
late stages are grouped largely under headings 
describing the more prominent subjective or 
objective findings. Parkinsonian states, re- 
spiratory disorders, oculo-gyric crises, excito- 
motor phenomena include some of the more 
prominent descriptive titles for late effects. 
Mental changes, particularly conduct disorders 
in young individuals, present very formidable 
clinical and social problems but do not come 
within the scope of this paper. 

Excito-motor phenomena are of special in- 
terest in the study of the physiology of the 
nervous system. Complicated movements are 
normally performed often without conscious 
effort. Muscle tonus, reflex activity, coordina- 
tion of impulses from within and without 
through the lower centers of the brain stim- 
ulated or inhibited to the proper degree by 
higher areas take care of this. When, as a 
result of disease, something happens to the 
lower or the higher centers many things may 
occur. There may be abrupt and violent dis- 
charge of energy accompanied by loss of con- 
sciousness i.e. convulsions. There may be loss 
of volitional control i.e. paralysis. There may 
be wish to perform the movement but mis- 
directed effort i.e. athetoid movements. There 
may be an impelling need, an over-stimulation 
from above and absence of coordination i.e. 
choreiform motions. Impulses may arise call- 
ing forth regular slow or rapid muscular con- 
tractions often rhythmic in character and which 
the individual knows he is performing but is 
incapable of controlling i.e. myoclonic move- 
ments. 

The excellent monograph of Gabrielle Levy‘ 
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gives detailed descriptions of excito-motor 
phenomena in the late stages of encephalitis. 
Her classification of these phenomena includes 
choreiform movements, bradykinesias, isolated 
tremors and myoclonic movements. Hall®, von 
Economo® and many others have studied cases 
with myoclonic movements so that this type in 
both the acute and chronic stages is one of the 
well recognized forms of the disease. Sicard’ 
gives the following description of movements 
in myoclonic encephalitis, ‘‘ Muscular jerking 
sometimes rapid, explosive, of electrical 
rhythm ; sometimes more slow which seizes on 
the musculature of the extremities, of the face 
and the diaphragm, sometimes localized in a 
segment of the body, frequently in the abdom- 
inal and diaphragmatic region, rather often 
with a tendency to generalized involvement. It 
is not a question in the pure type of spasm, 
contracture or true chorea but of veritable 
myoclonic jerkings striking a muscle or a group 
of muscles and not accompanied by fibrillary 
contractions.”’ 

The ease to be reported here might be 
grouped in the clinical classification under 
several headings. Placement could be made 


depending on time seen as acute, then as hemi- 


plegic, then myoclonic, then as choreiform, ete. 
However, through it all the myoclonic element 
has appeared most constantly even though at 
certain stages this element was temporarily in 
the background. 

A white male, bus driver, aged twenty-six years, 
was first seen February 16, 1929. He reported that 
one year previously he had an acute illness with 
drowsiness, headache, stiff neck, and then developed 
weakness of the left side. The duration of this acute 
illness was fifteen weeks. When first seen there 
were rhythmic movements of the left upper and 
lower extremity, sluggish pupils, increased deep re- 
flexes on the left and a moderate speech disturb- 
ance. Blood and spinal fluid Wassermanns were 
negative though the spinal fluid showed moderate 
pleocytosis and positive globulin tests. The move- 
ments were increased under emotional tension or 
with fatigue. A diagnosis of the chronic stage of 
encephalitis of the myoclonic type was made. When 
the headache became more severe, the movements 
more marked or general slowing up of physical and 
mental activity more pronounced, spinal drainage 
produced quite prompt relief for a while. Four 
such drainages were made over the period of time 
from first observation until the spring of 1931. 
Iodides and bromides were the only drugs used. 
In March, 1931, this patient contracted an acute 
upper respiratory infection of the influenzal type. 
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The infection itself was mild but the effect on the 
central nervous system was pronounced. The myo- 
clonic jerkings became more marked. The patient 
was more dull though fully conscious at all times. 
It became increasingly difficult for him to articulate. 
Neurological findings were unchanged. Spinal 
drainage at this stage appeared to accentuate rather 
than relieve the symptoms so that twenty-four hours 
after the drainage the picture had changed to show 
more the choreiform type of movements so far as 
extent and vigor of the reaction was concerned. The 
right side of the body became involved in the same 
type of motion. Acts of swallowing, speech or any 
coordinated movement were practically impossible to 
perform. Sedatives such as bromides, chloral, paral- 
dehyde, morphine and hyoscin were apparently with- 
out effect in the next twenty-four hour period. Ex- 
haustion was developing. Tube feeding was neces- 
sary. Dr. F. P. Norbury saw the patient in consulta- 
tion at this time and stated that these were the most 
marked myoclonic movements he had ever seen. It 
was evident that unless rest could be secured general 


‘ collapse was imminent. 


Sodium iso-amyl-ethyl barbiturate or “sodium 
amytal” had since its introduction been of value in 
several cases of chorea major. It was decided to 
use it for this patient. Five cubic centimeters of the 
ten per cent. solution given intravenously produced 
the first rest he had for almost seventy-two hours. 
This dosage may appear small but it must be recalled 
that quite large doses of other sedatives had been 
given within the previous twenty-four hours without 
result. Several hours sleep were secured during the 
next twelve hours and fluids were administered by 
nasal tube and intravenously. When the effect of 
the drug had worn off there was a gradual return of 
movements which were interesting to watch. They 
commenced as the mild myoclonic jerkings seen early 
in the observation of the patient, gradually increasing 
in crescendo fashion over a period of hours until 
they were almost as marked as ever. Another in- 
jection of eight cubic centimeters was given eight- 
een hours after the first with prompt subsidence of 
motion. No further injections were used as the drug 
has been given orally from that time to the present 
save for a few test interruptions. The oral dosage 
was at first twelve grains a day, then six daily and 
now three grains every day or two. 

Test interruptions of administration have been 
made at intervals. The first of these was one month 
after the acute reaction described above. There was 
a prompt increase of movement within twenty-four 
hours of discontinuance. Another day showed quite 
marked myoclonic jerking of the type previously 
observed so the drug was resumed. The next, two 
months later, when the dosage was six grains daily 
brought about moderate return of symptoms within 
forty-eight hours. Occasionally this man is without 
medication now. He notes no difficulty in sleeping 
but states he is conscious of greater difficulty in 
performing finer coordinated movements such as 
writing or drawing after two or three days away. 
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The problem of tolerance as well as addiction has, 
of course, to be given serious consideration. The patient 
has been under quite close observation. Fortunately his 
cooperation and that of his family has been complete. 
He has made a very satisfactory improvement and has 
been at work on a farm for the past year. He has no 
difficulty in driving a car or tractor or in doing general 
farm labor. His mental faculties are more keen than 
when first seen. The dose of drug has not had to be 
increased but on the contrary has been reduced. The 
fact of making an individual apparently hopelessly in- 
valided once more a producer appears to justify con- 
tinuance of administration. 

Observations on the case here reported have 
been supplemented by study of two others. 
Production of sleep was used in both at first to 
secure rest. After this, however, myoclonic 
movements were controlled in the dosage used 
without resort being had to somnolence. Simi- 
lar effects have been noted in two eases of 
Parkinsonism more recently studied, though 
drowsiness was a feature with the drug. One 
choreiform encephalitis responded better to 
control with this preparation than others used 
during a short period of study. 

Sodium iso-amyl-ethyl barbiturate introduced 
for general anesthesia by Zerfas, McCallum 
and their associates* is used for many pur- 


poses in addition to its original application. 
Bleckwenn® has reported on its use in psy- 


chiatric conditions. He produced sleep in 
many patients of various types, studied their 
reactions from a clinical and psychological 
standpoint during and after the narcotizing 
influence of the drug. His reports are valuable 
guides to those intending to use this preparation 
for such purposes and have been very helpful. 

Commercial preparation of capsules of the 
drug for oral use has broadened its field of 
employment. As a soporifie it has definite 
effects and a definite place. There are in- 
stances, however, in the practice of many 
physicians where its injudicious use by pa- 
tients, particularly neuropsychiatric patients, 
is accompanied by unfavorable results. Con- 
sequently it should be prescribed judiciously 
and with a knowledge of its pharmacological 
effects. 

Drugs of the barbital series to which this 
preparation belongs have their primary, in fact 
almost their only, action on the central nery- 
ous system. Substitution of allyl, amyl, phenol 
or »ther groups for one or more of the ethyl 
radicals of the basic preparation appear to 
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enhance their activity. These various com- 
binations have various trade names according 
to the ingenuity of the chemists who prepare 
them and the manufacturers who make them 
available to the profession. Correlation of 
chemical constitution with effect, and localiza- 
tion of action of these preparations is a field 
unto itself. In general it may be said that they 
act to diminish the irritability of the cells of 
the brain and spinal cord. More particularly 
they affect the higher centers having to do with 
consciousness as sleep, narcosis or anesthesia 
produced by their administration destroys con- 
sciousness. 

That other centers, particularly those hav- 
ing to do with coordinated movement, are also 
affected is readily observed by anyone who has 
seen patients taking preparations of this series. 

No conclusions in the ease here reported and 
the others mentioned can be drawn without 
experimental and pathologic bases to back them 
up. It is suggested, however, that in these 
eases of hyperkinetic encephalitis sodium iso- 
amyl-ethyl barbiturate (Sodium Amytal) ap- 
pears to act on those areas of the brain having 
to do with excito-motor phenomena. 
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Because of low body resistance, surgery in 
a patient with active pulmonary tuberculosis 
has always been looked upon as a grave pro- 
cedure, and the fundamental principle of 
treatment followed was the general building up 
of the protective body forces to combat the dis- 
ease. However, during the past years, physi- 
cians treating tuberculosis have accepted the 
value of surgical procedures like thorocoplasty, 
gas-injection, phrenico-exeresis, as well as sur- 
gical eradication of joint tuberculosis. Even 
lobectomy has been attempted with success. 
In otolaryngology, patients derive great bene- 
fit from such procedures as cautery puncture, 
epiglotectomy, and superior laryngeal nerve re- 
section in eases of laryngeal tuberculosis. The 
institution of the radical mastoid under local 


anesthesia in the eradication of tuberculous 
middle ear and mastoid disease which I have 
now practiced for the past 3-4 years, as a rou- 
tine measure, is a further step in the control 


of tuberculosis. The removal of such a focus 
in the mastoid, which has primarily added to 
the depletion of the recuperative forces of the 
body from an. already existing lung tubercu- 
losis is a most deciding factor in the prognosis 
of the lung disease. 

The eases which I eall to your attention are 
those of chronic tuberculous middle ear and 
mastoid disease with more or less advanced 
pulmonary disease, in which the radical mas- 
toid operation has resulted in a eure of the 
local focus and has brought about a marked 
general improvement. They are not the cases 
which demanded operation because of a subperi- 
osteal abscess, facial paralysis, fistula, cold 
abscess or intracranial complication. To the 
casual observer they merely presented a pain- 
less, discharging ear and the complaint of 
deafness. Because of such an apparent innocu- 
ous condition physicians have become negli- 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Peoria, May 16, 1933. 
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gent and disinterested in its study. They have 
been unaware of the marked destruction which 
lies masked within the skull. Here then we have 
a grave tuberculous focus which unlike that 
of the lung can be removed by safe surgical 
measures with great benefit to the patient. A 
patient who fares badly after such a local radi- 
cal mastoid operation will neither survive his 
lung infection. Those who adhered to contra- 
indications for operation were unaware of the 
existing pathology and have not considered the 
value of local anesthesia. 

Tuberculosis of the middle ear has been 
recognized and described as a definite entity 
before the discovery of the tubercle bacilli by 
Koch in 1882. It was Wilde’ in 1853 who was 
the first to give it clinical recognition. Polit- 
zer* soon followed with some histo-pathological 
and clinical studies of middle ear tuberculosis. 

The clinical picture and course of middle ear 
tuberculosis is characteristic. On close examina- 
tion the earliest symptom is most often fullness 
in the ear and deafness but the occurrence of 
the discharge with its painless onset is the most 
frequent complaint. This absence of pain is 
characteristic of all tuberculous osteomyelitis, 
before the advent of mixed infection. When 
pain accompanies tuberculosis of the middle 
ear it is nearly always due to a mixed infection, 
and the amount of pain is proportionate to the 
amount of this added pyogenic infection. Tin- 
nitus has been described as the first complaint 
in a case reported by Robinson.* My observa- 
tions are fully in accord with those of Sir St. 
Clair Thomson‘ who has had a vast clinical 
experience in tuberculosis of the ear, nose and 
throat. He states ‘‘In all cases the most strik- 
ing symptoms are the absence of pain, fever, 
or free discharge. The patient first complains 
only of deafness or a dull sensation in his ear. 
The early and rapid onset of deafness is very 
marked. It may even happen that the first 
thing to attract the patient’s attention is some 
moisture or a slight discharge. There is 
throbbing, distention or tenderness.’’ 

An essential feature is the chronicity of the 
aural discharge. It may be watery, but more 
often it is curdy, thick, creamy and pulta- 
ceous, but never blood stained. The discharge 
has a sickly or fetid odor, and forms a thick 
pultaceous, gray-yellow, often semi-translucent 
film against the drum membrane, concealing 
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its landmarks. The perforation of the drum 
is often filled and concealed by a thick, white 
eurdy or translucent discharge from the mid- 
dle ear. As a rule the discharge is not pro- 
fuse, unless there is great destruction of the 
temporal bone. 

The appearance of the drum varies at differ- 
ent stages. Thickening and injection of the 
drum membrane with obliteration of all land- 
marks may be observed very early. In a week 
or ten days the appearance of one or two tu- 
bereles, which are pathognomonic, may be seen. 
That multiple perforations, as described by 
most authors, can occur is without question, 
but I have seen it in only two cases, even after 
observing and following many cases from the 
very beginning. St. Clair Thomson‘ has ob- 
served double perforation only twice in his 
series of 25 cases. Leegard® in a report of 25 
cases observed multiple perforation only once, 
while in 180 non-tuberculous cases it was ob- 
served 5 times. Others have seen multiple per- 
forations more often in tuberculous ears, but 
it is not the rule. Such multiple perforations 


if they are to be seen must be observed early, 
before they coalesce into one large single per- 


foration as is usually seen clinically. It may 
be well here to draw attention to the fact that 
multiple perforations occur in syphilis as well, 
and further, that tuberculosis and syphilis 
often occur together. The single perforation 
varies in size and location and is very often 
peripheral, depending, I presume, on the se- 
verity and duration of the infection, the pre- 
vious condition of the ear, whether the infection 
is by way of the blood stream or Eustachian 
canal, as well as the effect of any secondary 
pyogenic contamination. Of course practi- 
cally all cases in adults are the result of di- 
rect extension via the Eustachian tube from 
infected sputum. In children there seems to 
be good evidence that some cases are of hema- 
togenous origin. 

Regarding the pale flabby granulations de- 
scribed as characteristic of tuberculous in- 
volvement in most texts, I believe, are over 
emphasized. There is no question that they 
may be observed frequently, but often we 
find no marked granulation reaction and at 
times these are injected instead of pale and 
flabby. These variations are the result of viru- 
lence, type and length of time of infection, as 
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well as other factors as secondary pyogenic 
invasion. 

The frequency and significance of facial 
paralysis has also undergone revision. 1 do 
not believe that it is more frequent in tu- 
berculosis than in the pyogenic infections of 
the middle ear and mastoid of the adult, but 
when it occurs with a painless onset of a 
discharging ear and rapid deafness, it firmly 
confirms the diagnosis of tuberculosis. In 
all my adult cases, many of old standing, I 
have observed this phenomenon only once i 
spite of the marked mastoid involvement i 
many of these patients. Leegard® encountered 
facial paralysis not once in 25 cases. He be- 
lieves that it is to some degree characteristic of 
grave cases, but in general this sign is not com- 
mon; and therefore is more significant as 
regards prognosis than in diagnosis. Facial 
paralysis is more frequent in infants and chil- 
dren, because of different anatomical relation- 
ship of the facial nerve. 

One of the most important symptoms of 
tuberculous involvement of the middle ear is 
the early and rapid decrease in hearing. In 
the beginning this deafness is of the conduc- 
tion type, but soon the perception element be- 
comes evident. One is struck with the dis- 
harmony between the marked deafness and 
length of time and severity of the infection. 
Functional testing will reveal marked conduc- 
tion and perception deafness. However, be- 
cause of the gradual invasion into the inner 
ear we see no acute labyrinthine storms with 
its spontaneous nystagmus and ataxia. Rare- 
ly we note a history of marked tinnitus and 
vertigo. Pathologically these symptoms can 
often be accounted for at operation or at post- 
mortem. Some of these cases show marked 
thickening of the promontory at operation. 
Logan, Turner and Fraser* have found necro- 
sis in the labyrinth in a large proportion of 
cases operated on in their clinic, but I have not 
met this necrosing form of tuberculosis. Oth- 
ers have reported similar findings. The in- 
vasion of the labyrinth as pointed: out is al- 
ways the result of direct extension from the 
middle ear. 

Whenever there is marked invasion of the 
middle and inner ear the possibility of a fatal 
tuberculous meningitis arises. That this does 
occur without or following a mastoid operation 
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is evident from some reports, although I have 
not encountered such a complication. Thus 
Logan, Turner and Fraser® have encountered 
tuberculous meningitis in 2 or 5% of their op- 
erative cases and Cox and Dwyer report non- 
operative deaths from tuberculous meningitis 
in 2 of 25 patients with aural tuberculosis. 

However, these complications do not estab- 
lish a contraindication for a radical surgical 
mastoid eradication of the tuberculous tem- 
poral bone, which if left disregarded will con- 
tinueandkillthe patient through a focus of toxic 
absorption or by direct extension into a fatal 
meningitis, whether tuberculous or mixed. 
Further, the fact remains that in all my cases 
except one there was a healing of mastoid 
wound and cavity and a marked gain in the 
general health. The one case that died several 
days following the operation had a very marked 
involvement of both lungs and was rather acute- 
ly ill. It was a heroic effort to eradicate his 
accessible mastoid focus. The possibility of 
meningitis is, as I can see, no greater than in 
any other type of mastoid infection, and it ap- 
pears that the frequent fibrous replacement of 
the labyrinth is a safeguard against meningi- 
tis through operative jarring. When seques- 
tra or fistula of the labyrinth are found their 
removal may be precipitated by a fatal menin- 
gitis, but I would not disturb these were I to 
find them, since nature will do the work slower 
but safer under such circumstances. 

Although the above clinical picture and find- 
ings in a patient with active pulmonary tuber- 
culosis establishes a clinical diagnosis of tuber- 
culosis of the middle ear the finding of the 
tubercle bacilli removes all doubt. A positive 
direct smear was found in most of my eases, but 
it must be remembered that the absence of 
such positive smears, which is often difficult 
to obtain, does not constitute proof that the 
case is not tuberculous. Even the culture 
from the secretions demands special media and 
guinea pig inoculation is often inaccessible. 
The great frequency of finding such _posi- 
tive smears is no doubt due to infected spu- 
tum in these open pulmonary cases passing 
along the Eustachian tube. Where the secre- 
tions fail to show a positive smear or where one 
is confronted with a superimposed pyogenic 
infection, the diagnosis must be decided upon 
by the clinical findings alone. X-ray of the 
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mastoid may give valuable information as to 
the type of mastoid and extent of destruction. 

In establishing a general rule to perform a 
radical mastoidectomy under local anesthesia 
in all tuberculous middle ear and mastoid dis- 
ease, I am not unaware of the literature of 
others, propounding the value of such local 
measures as heliotherapic, tuberculin injec- 
tions, ete. One cannot belittle their value in 
certain cases but I cannot see how a ray of 
light thrown down a narrow canal, or a few 
drops of solution can cure such a disease, es- 
pecially when the process usually extends be- 
yond the confines of the middle ear, and which 
is being fed by bacilli by way of the Eustach- 
ian canal. Because of these facts the complete 
removal of diseased bone by a radical mas- 
toid operation is therefore the judicial treat- 
ment. 

The preparation of the patient consists of 
simply giving 3 grs. of sodium amytal the even- 
ing before, on the morning following, and again 
an hour before the operation, together with 
morphine and atropine subcutaneously a half 
hour before the operation. For the local anesthe- 
sia 1:1000 nupereaine with adrenalin was used. 
The infiltration extends all around the pinna 
and mastoid as well as into the posterior canal 
wall and premastoid space. There is no pain 
until the middle ear is exposed which is con- 
trolled by a 10% cocaine pledget for a few min- 
utes. Under these circumstances shock is re- 
duced to a negligible role. 

The classical radical mastoid is performed, 
using a simple Bondy flap. Postoperative care 
consists of removing the packing after 7 days 
and then daily irrigations with Dakin’s solu- 
tion, followed by drying out with alcohol and 
insufflating iodoform or boric-iodine powder. 
Granulations are kept down by a silver nitrate 
stick. Epidermization, and healing of the pos- 
terior wound ensues with the usual regularity. 
Infrequently there persists a raw surface 
around the Eustachian tube which is often dis- 
eased as well. But in spite of demanding pro- 
tracted cleansing the enclosed focus of tuber- 
culous mastoid disease has been eradicated. 

May I state again in conclusion, that tu- 
bereulosis of the middle ear and the mastoid 
is an indication for radical eradication of the 
diseased focus in a patient with active pulmon- 
ary tuberculosis. Such a procedure removes 
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a vital accessible focus which is a great detri- 
ment to the patient and its eradication removes 
the possibility of fatal intracranial complica- 
tions and allows the patient to conserve his 
strength to combat his lung infection. With- 
out it the chances of recovery are tremendously 
reduced or impossible and it is illogical to sub- 
ject the patient to an unduly protracted san- 
itarium regime without the recognition that a 
tuberculous mastoid is of vital import in the 
prognosis and treatment of the tuberculous 
patient. 

30 N. Michigan Ave. 
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DISCUSSION 

Dr, John E, Mulsow, Milwaukee, Wisc.; I am sure 
we all appreciate Dr. Muskat’s scientific work in the 
eradication of these foci of infection, I am fully in ac- 
cord with his findings. However, I believe that 
preliminary exhaustive local and constitutiona) treat- 
ment to stop a chronic discharge, such as is done 
previous to any operation, should be instituted. This 
having been done with no result, the radical mastoid 
operation should be considered in certain selected cases. 
{ have in view a quiet case, a moderate pulmonary 
tuberculosis or a fibroid phthisis. The foci of infec- 
tion could be removed under local anesthesia and the 
operation done with comparatively little shock or 
hazard to the patient, where indicated, However, I do 
not believe that the operation is advisable in any pa- 
tient who is acutely ill, or where the patient is losing 
weight rapidly, running a temperature and having night 
sweats. I am reminded of two patients on whom 
operation was deemed inadvisable, but was insisted 
upon with fatal results, both patients developing an 
acute miliary tuberculosis. 

The early symptoms, such as a sensation of fulness, 
deafness and tinnitus, must be first definitely differen- 
tiated from syphilis, as I have seen a number of cases 
with one or all of these symptoms which turned out 
to be luetic and responded to anti-luetic treatment. One 
must exclude syphilis even in the presence of tubercle 
bacilli. 

In over 1,500 cases in our clinic we have rarely seen 
the classical picture of middle ear tuberculosis. We 
have resorted to taking smears but have never found 
the tubercle bacilli. They would be found mostly in 
the course of sanitorium treatment, 
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Regarding the pathological involvement, Politzer 
stated that in one-third of the patients with chronic 
tuberculosis of the mastoid, the labyrinth was involved. 
Ruttin states that a patient seldom dies from a tuber- 
culosis of aural origin. - The dura may be covered with 
tubercular granulations and he has seen cases with 
granulations extending into the middle fossa, where 
death was not due to tubercular meningitis. He be- 
lieves tubercular meningitis usually results through the 
blood stream and not by direct extension, except in 
cases of labyrinth fistula. Theissing injected virulent 
bacilli intra-arterially into guinea pigs and rabbits, and 
found that tuberculous lesions were produced in the 
temporal bone and in the middle ear, which cor- 
responded to those found in human cases at autopsy. 
In some, both the bone and mucous membrane were 
involved. In the experimental animals the lesions 
represented a much more massive infection than in 
human cases, yet the general resemblance in the nature 
and distribution of the lesions was striking. The hu- 
man material studied consisted of the temporal bone 
and middle ear of fifteen cases (twenty-five temporal 
bones) of tuberculosis involvement of the mastoid. 
From his studies he concludes that middle ear tuber- 
culosis is a blood-borne infection, that it is primarily 
a bone involvement with secondary involvement of 
the mucosa. However, we know that the middle ear 
can be first affected by way of the Eustachian tube, 

I do not believe that physicians mean to neglect a 
chronic mastoiditis in tuberculosis, rather the belief 
has been that a chronic otorrhea is considered more 
or less a benign condition, which would improve as 
the condition of the patient improved, such as _ has 
occurred in a large number of patients under various 


forms of conservative treatment—heliotherapy, etc.— 
whereas we know that a chronic purulent focus re- 


tards or prevents the recovery of a tuberculosis pa- 
tient. There can be no doubt that the operation, with 
the removal of the mastoid foci of infection where 
indicated, has improved the general condition of the 
patient. This has been shown by numerous observers— 
St. Clair Thomson, Logan, Turner, Fraser, Leegard, 
Dwyer & Cox, Muskat. It should only be done where 
the patients have been under observation and conser- 
vative treatment in a sanatorium and where there is 


no progressive loss of body weight. The condition be- 
ing a chronic one, the operation is not necessarily an 


emergency. 

Every sanatorium should have an_ experienced 
otologist, at least in a consulting capacity, for diagnosis 
and treatment of the ear, and these patients should be 
under his care and supervision. 

Dr. C. D. Thomas, Peoria: I do not wish to dis- 
cuss this paper, merely to ask the essayist, also Dr. 
Mulsow, whether they have observed in these patients 
a condition that has bothered us. It seems that they 
have a decided tendency toward an over-production, 
beyond the usual chronic mastoid case, of cholestea- 
toma. It seems to me that that bothers us more in 
our cases than any other symptom. I would like to 
know if they have made any such observation. 

Dr. H. L, Ford, Champaign: Some time ago | re- 
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member that Dr. Levy of Denver mentioned the fact 
that he had observed numerous painless perforations 
in tuberculosis of the middle ear. Do I understand 
that these occur in the early stages rather than later? 
I would like to know also what Dr. Muskat thinks of 
a modified radical operation in a child of 10 or 12 
years of age, if consistent with the pathology found 
at the time of operation. 

Dr. G. E. Hartenbower, Bloomington, Illinois: I 
am particularly interested in Dr. Muskat’s reference 
to the convalescence of these patients. We have had a 
case under observation for several years which we 
have always considered to be tubercular. This patient 
has been operated on three times by competent men, 
and the mastoid wound heals but sooner or later breaks 
down, particularly when the patient’s resistance is low. 
This wound behaves very much like one in a diabetic 
patient if the blood sugar is not kept within normal 
limits by insulin or other means. This patient shows 
no diabetic symptoms, however. She has submitted to 
removal of a tubercular kidney but has never been 
diagnosed as an active pulmonary case. I would like 
to ask the essayist if he has any similar post operative 
experience ? 

Dr. Irving Muskat, Chicago (closing): I appre- 
ciate all the discussion, especially that of Dr. Mulsow. 
In answer to him I may say that there is no doubt 
that in certain cases there should be a selection, de- 
pending of course on the general condition of the 
patient. For example, if you had a chronic case that 
under sanatorium regime was getting on well, the gen- 
eral physical condition, the weight and the appearance 
improving, and you had an ear that is discharging, 
one may wait for spontaneous healing. How- 
ever, all of the cases I had an opportunity to see were 
in a sanatorium and were practically all open cases of 
pulmonary tuberculosis. These ears were discharging 
for periods from two weeks to several years. There 
seems to be a relationship between the time of infec- 
tion and the amount of destruction. The amount of 
destruction in these mastoids is often amazing, destruc- 
tion which you would not expect from the symptoms 
or clinical findings. Most of these patients are doomed 
anyway, from their pulmonary disease, and if you do 
not operate on them you remove a chance for the body 
to recuperate because of the added ear focus. 

One case with a chronic discharging ear was in the 
sanatorium long before I got there. I decided to op- 
erate. He had not made much improvement under 
the general regime. I opened the mastoid, and I 
have never seen such widespread destruction. 

I see no more reason for shock than in the thora- 
coplasty which is frequently done on pulmonary cases, 
or other operative procedures, as in a tuberculosis 
of the knee for instance. Rest will not give the de- 
sired result, as in other conditions, where we give 
bodily rest and proper food and let nature take care 
ot it. But nature will not do that here. Most of 
these cases have wide destruction. 

I do not mean to be dogmatic in the indications for 
mastoidectomy in tuberculosis of the ear. All these 
Patients who are open cases of tuberculosis in a sana- 


torium are usually on the down grade. Under rest 
and care they may be on the upgrade for some time, 
but they will not recover without surgery. A case 
with a large focus of infection in the mastoid with 
added pulmonary disease does not tend to get better 
without mastoidectomy. However, if a patient has a 
chronic fibroid type of tuberculosis and is on the 
upgrade and has a discharging ear, I do not think 
I would operate. 

There is no doubt that some of these cases are 
syphilitic, although not frequent, Tuberculosis and 
syphilis are very often associated, but the history and 
clinical findings will differentiate them. Regarding 
blood-borne infection, I believe it has been definitely 
proven that in an adult practically all infection is via 
the Eustachian tube; in infants there is more positive 
evidence that some of these conditions are hematoge- 
nous in origin. In fact, we see some cases where there 
are no lung findings, but a tuberculous mastoid infec- 
tion. Regarding positive bacilli, I might state that even 
if we do not find the tubercle bacilli on direct smear, 
the history of the case and a negative Wasserman 
test leave little doubt that the middle ear and mastoid 
disease is tuberculous. Of course the special media cul- 
tures and guinea pig inoculations make the diagnosis ab- 
solute. I have not seen meningitis in any case, though 
Logan, Turner and Fraser and others have reported 
some, I do not believe that is an issue. Even if it 
were, operation would avert rather than precipitate tu- 
berculous meningitis, I have not seen cholesteatoma in 
these cases. There is sometimes marked necrosis, often 
extending to the dura. Often we see a bluish color of 
the mucoperiosteum of the mastoid cells. Some of 
these cases with infection had sclerosis, and if one 
should find such a mastoid a modified radical would 
be suggested, instead of the radical mastoid. The in- 
dication for a modified radical would be of course to 
save the hearing. 

The healing goes on just if you had a pyogenic case. 
In most of the cases where you have a marked tuber- 
culous infection you can expect healing. In most cases 
where the patient’s condition has been stationary, a 
radical mastoid has improved the condition, I have 
had two or three deaths since this paper was prepared, 
but I consider that the radical mastoid is of great bene- 
fit to the patient with pulmonary tuberculosis, and gives 
them the added chance for health. It therefore is as im- 
portant as a thoracoplasty or any other surgical 
procedure which tends to obliterate a focus for the 


benefit of the general health. 





MEDICAL ORGANIZATION IN 


INDUSTRY* 


Don Dera, M.D. 
SPRINGFIELD, ILL. 


The subject is so inclusive that 1 am able 
only to generalize. Industry has opened up 


*Read before the Section on Public Health and Hygiene, 
Illinois State Medical Society, Peoria, May 17, 1933, 
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what is perhaps the most promising single field 
for medical service. This is true for a number 
of reasons. Industrial workers make up the 
largest occupational element of the population, 
about one-third of the people. With their fami- 
lies they probably embrace well over one-half 
of the human resource of the nation. Employ- 
ment in industry involves a large and growing 
number of risks and hazards to health and limb, 
which are a part of the industrial environment. 
Highly mechanized processes require employes 
with skill, alertness, adaptability and emotional 
stability. These attributes are not common to 
all men. Industry must classify employes as 
to suitability for particular tasks. 

In normal times it is important that indus- 
trial activities go forward without interrup- 
tion. Sickness or injury on the part of em- 
ployes results in loss to both the industry and 
the worker. An outbreak among a group of 
industrial workers of any epidemic is exceed- 
ingly expensive to all concerned. [Illness in a 
wage earner from whatever cause piles up 
losses in much the same way that a pebble 
dropped into a pool creates ripples. Produc- 
tion slows up, thus involving a loss to the em- 
ployer and to society. Wages cease, causing 
& loss to the worker and his family and to the 
merchants and others. who find in the employe 
a consumer. Bills begin to accumulate, more- 
over, so that the complexity of the situation 
grows more intricate. Common colds must be 
studied until rational methods of prevention 
are developed. Disability from menstrual dis- 
function must be considered from an endocrine 
standpoint and relieved. It is estimated that 
in normal years the loss due to the illness of 
employes amounts to 300 million days and no 
less than 10 billion dollars annually in this 
country. An extension of medical supervision 
is a distinct forward movement, benefiting so- 
ciety as a whole. 

On the positive side industry provides a fer- 
tile soil for the dissemination of information 
concerning hygiene, sanitation and health mat- 
ters in general. Large numbers of workers are 
brought together into one organization. Their 
problems are similar in many respects. They 
can be reached easily and effectively through 
the industrial organization. 

Medicine, for its part, has to offer a service 
that will meet the health problems of industry 
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in a highly effective and profitable way. This has 


been demonstrated repeatedly. Probably the 
largest single demonstration of what may be 
expected of medical service in an occupational 
group is that of the military forces. During 
the World War the medical corps probably con- 
tributed more than any other single unit of the 
military organization toward the efficiency and 
effectiveness of the army and navy. It is a 
matter of history, that never before as far back 
as records are kept, were casualties from sick- 
ness reduced so low. Only in recent years has 
the high military command learned to appre- 
ciate the extraordinary economy and value of 
an adequate, efficient medical department. 

Industry faces a situation similar in many 
respects to that of the military. Competition 
from the standpoint of individuals and busi- 
ness is a continuous battle that will go on for- 
ever in some form. It is apt to be more impor- 
tant, in the future, than in the past. That will 
necessitate low cost production. This will re- 
quire healthy, efficient workers. The latter 
depends upon a wise choice of employes and 
reasonably adequate protection of health after 
employment. 

Under the pressure of economic losses re- 
sulting from the enforcement of workmen’s 
compensation law and the stimulus given to 
preventive medicine by the experiences and 
observation of officers and men in the army 
during the World War, some industries have 
already recognized and taken advantage of the 
benefits available from the application of scien- 
tific medicine to their problems. Physical ex- 
amination often discloses disability of which 
the individual is unaware, really giving a diag- 
nostic service. The industrial surgeon must 
be sympathetic and helpful. Progress in this 
direction appears to have been made at the 
expense of the individual, independent medi- 
cal practitioner. On this point Dr. Cary P. 
McCord says: 

“Actual experience proved that it was not unusual 
for the frequency of accidents to drop from 75 to 85 
per cent as a result of sustained and proper safety activi- 
ties and medical supervision. The elimination of two- 
thirds of the severe accidents in industry has yielded 
enormous savings in insurance premiums and in life 
and limb. This economic betterment for the manu- 
facturer was in no small degree effected at the expense 
of physicians in industrial communities. In this splen- 
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did development the victim, the physician, has no basis 
for protest.” 

To utilize medical service to the best ad- 
vantage industry must recognize and be gov- 
erned by a few basic principles, First, the 
medical personnel must be chosen intelligently 
with respect to professional qualifications, per- 
sonality and character. Second, the medical 
department must be an independent unit of 
the organization, functioning in the closest co- 
operation and harmony with all other depart- 
ments but free to perform its duties without 
subserviency to any other authority. Third, 
all medical matters should come under the 
direct supervision of the medical department. 
Nurses and first aid crews should be guided 
entirely by a medical officer. Medical super- 
vision has decided advantages in reducing the 
number of accidents and in preventing minor 
accidents from being serious. 

With respect to the employes all candidates 
for jobs should be required to undergo a medi- 
cal examination before employment. This has 
a two-fold purpose. It will prevent the place- 
ment of individuals into jobs for which they are 
not physically and mentally qualified and in 
which they would become a hazard and liability 
to themselves, their fellow workers, the man- 
agement and the public. It should be used to 
accomplish preventive procedures for the in- 
dividual worker and his co-worker. It also 
will bring to light various defects which may 
be remedied to the great advantage of all con- 
cerned. 

After employment, workers should have the 
benefit of periodic medical examination. This 
is particularly true of those engaged in occu- 
pations that involve definite risks to health, 
such as exposure to poisoning and to breathing 
deleterious dusts and gases. It should be a 
routine practice also for highly skilled per- 
sonnel charged with the operation of expensive 
machinery. Upon the judgment and skill of 
individuals employed to operate machines of 
this kind depend the safety of other people as 
well as of the equipment. 

Accidents and disabilities that come within 
the compass of industrial compensation laws 
are important considerations in industry. Even 
risks not usually covered by laws, have come to 
be important factors in this field. In some 
States rules or laws compel the employer to 
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supply a minimum medical _ supervision. 
Lawyers who are able to give a broad inter- 
pretation to their professional ethics have rec- 
ognized an opportunity to file damage suits in- 
volving large sums in behalf of employes. 
Courts have shown a liberal attitude toward 
the plaintiffs in these cases. Thus many in- 
dustries find themselves faced with a serious 
loss hazard that an adequate and effective medi- 
cal service alone can improve. In more than 
three-fourths of the states compensation is al- 
lowed in the ease of disease resulting from ac- 
cidental injury and in nearly every state In- 
dustrial Commissions or Boards, upheld by 
the courts, have permitted compensation for 
disease aggravated by accident. 

These considerations suggest the importance 
not only of industrial medicine but of the qual- 
ity of the medical sérvice rendered. The in- 
dustrial surgeon must be a man of transparent 
honesty, unquestioned professional skill, broad 
human sympathy and interests, and a man of 
considerable executive ability. He must be 
acquainted with the manufacturing and in- 
dustrial processes involved in the industry 
which he serves and he must be conversant 
with the compensation laws and other legal 
matters that relate to his activities. The In- 
dustrial Board has great difficulty in arriv- 
ing at a just reward. The medical man must 
cooperate and assist the commission by being 
frank and honest. 

Industrial medicine is a specialty. It re- 
quires physicians with special aptitude for that 
type of work. Even industrial surgeons are 
specialists in particular branches. 

Industrial medicine requires doctors of the 
judicial type of mind. Only men of unques- 
tioned honesty, unqualified integrity and a 
capacity to see clearly and weigh accurately the 
apparently conflicting interests of employer 
and employe can hope to succeed satisfactorily 
in the field of industrial medicine. Actually 
there is no conflict in interest. In normal times 
the employer, however, is apt to become impa- 
tient when workers are off the job. The claim 
department makes every effort to prevent loss 
of time that is compensatory. The employe 
may have a tendency toward malingering. His 
best interests, however, may require a longer 
absence from the job than the employe feels 
is necessary. The medical department must 
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assume full responsibility to make the decision 
in these cases. The industrial Department 
must therefore be supervised by a first-class 
doctor in order to render satisfactory medical 
service and he must be endowed with the judi- 
cial type of mind in order to handle cases with 
justice to all parties concerned. 

Large industrial concerns have facilities for 
providing full time and adequate medical de- 
partments to serve the organization. Smaller 
firms or scattered units are compelled to resort 
to a part-time service. Here medical groups 
offer a most satisfactory means of meeting the 
part-time requirements of industry. From the 
standpoint of the employer or insurance car- 
rier the advantages of the medical group 
service are important. With a medical organi- 
zation capable of dealing with a diversity of 
problems, the group is able to render at one 
jocation a maximum of satisfactory service to 
the injured or sick worker with a minimum de- 
lay and the least possible lost time. Advan- 
tages offered by the group plan which cannot 
be duplicated by an individual physician, no 
matter how competent and zealous, may be sum- 
marized as follows: 

1. An office open with physician in attend- 
ance each day for a period of twelve to twenty- 
four hours. 

2. A member of the group subject to call at 
all hours of the day and night, regardless of 
holidays, vacations or other occasions. 

3. Attendance of trained nurses. 

4. Discussion or consultation on individual 
eases by the various members of the group. In 
this way specialized service is rendered with- 
out the expense of consultation by specialists 
and without sending the patient outside the 
office. The medical legal advantage of having 
available members of a group experienced. in 
the preparation of cases for trial through broad 
knowledge of industrial courts and the methods 
pursued in them. 

5. Estimates of disability made without pre- 
judice and with the guidance of qualified spe- 
cialists. 

It is important for those serving small units 
to see that reports are mailed the day first aid 
is rendered or examination is made. 

The mailing of statements for services ren- 
dered at the time the patient is discharged or 
at the end of the month if desired. 
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Permanent records of all cases so that they 
are available throughout the passing years. 
These records certainly afford exceedingly 
valuable statistical information. 

Regular subsequent reports of all cases re- 
maining under treatment longer than a week. 

The business of a medical department in any 
industry is to provide the highest practicable 
quality of medical practice, both preventive 
and curative, and in this way to keep accidents 
and lost time at a minimum. Its business is 
never to embark in highly competitive schemes 
of record making in respect to accidents and 
lost time elimination. If the medical, sanitary 
and safety activities are done properly the lost 
time and accident history of an industry will 
take care of itself and usually in a satisfactory 
way. Trying for records usually results in the 
deplorable practice of cheating in respect to 
accident reports. ‘Employes with fractured 
legs are said to have been brought back to 
places of employment before the expiration 
of the period of grace in order to avoid report- 
ing accidents. This practice ruins the value 
of statistics and creates an injustice to the 
worker, his fellow employes and the company 
and reflects no credit on the honor and integrity 
of the medical profession. It is believed that 
medical departments in some of the large in- 
dustries have gone in for the record making 
mania and have indulged in sharp practice to 
a degree that falsify their accident and lost 
time statistics. This manifestly makes difficul- 
ties for the honest conscientious industrial 
physician who puts ethical practice and the 
human interests of employes above the desire 
to establish a record for any reason whatso- 
ever. 

The medical history of every employe who 
comes before the industrial surgeon is a mat- 
ter of primary importance in the practice of in- 
dustrial medicine. Manifestly the history ree- 
ords must be full, accurate and accessible. They 
must be permanent. They may be of the great- 
est value in connection with litigation involv- 
ing matters relating to the health hazards of 
employment. They are of no less value in re- 
spect to medical service than the employe or 
his family may require subsequent to the suc- 
cessful practice of industrial medicine. ll 
accidents and every form of illness that may 
involve loss of time, compensation or insurance 
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claims should be reported promptly, fully and 
accurately to the management. These are mat- 
ters about which no favoritism whatever can 
be indulged in without lowering the dignity, 
usefulness and the reputation of industrial 
medicine and the medical profession in general. 
The system of record keeping should include 
monthly and annual reports which present an 
accurate picture of prevailing health condi- 
tios among employes, the work of the medi- 
cal department and the results obtained. In 
no other way can medical service bring to the 
attention of industry its value and usefulness. 
The medical department of one Illinois com- 
pany, for example, which was organized in 
1925 shows a high dividend rate of return in 
dollars and cents without regard to the multi- 
tude of intangible benefits that have been ac- 
erued from the health service. Compensation 
losses paid by this company amounted to $6,500 
for the lowest and $13,000 for the highest year 
of the four preceding the inauguration of the 
medical program. The insurance premiums 
paid by the company amounted to $36,000 in 
the last year. Since the introduction of the 
medical service in 1925, the losses paid as com- 
pensation declined steadily during the first 
three years. This experience, which is by no 
means extraordinary, shows in a striking way 
and in a language understood by hard headed 
business men the economic value of industrial 
medicine and it illustrates very well the value 
of careful and accurate record keeping, pre- 
employment examination, re-examination, etc. 

McCord emphasizes particularly the point 
that industrial medicine is a specialty. He 
feels strongly that the medical service provided 
by an industry for a group of employes cannot 
satisfactorily be left to the employes’ choice in 
the community. The emergency character of 
many industrial medical problems, the diffi- 
culties of making contact with a particular pri- 
vate practitioner at a particular moment, the 
inaccessibility of original records due to the 
distribution of medical clientele, the lack of 
uniformity in records and the tendency of some 
physicians to champion the cause of the em- 
pPloye to an unjust degree are features which 
work to the disadvantage of leaving industrial 
medicine to independent practitioners of the 
community. 


Continuing to quote MeCord who favors in- 
dustry selecting its own physician: , 

Accidents in industry occur at any hour of the work 
day, and for the greater portion of the day the prac- 
titioner is away from his office on calls at homes or at 
hospitals. 

The time lost in going to and from the offices of 
various physicians, and the time consumed in wait- 
ing turns for treatment, involves an intolerable money 
loss due to idle machinery and lost time. Quoting 
further from McCord as to the disadvantages of per- 
mitting the choice of physician by the worker, who 
makes a selection without reference as to whether the 
family physician is especially fitted to treat the spe- 
cial type of injury sustained. 

The periods of total disability allowed by many physi- 
cians are often unwarranted, as judged by other physi- 
cians. These are expensive and create discord if pro- 
tested. 

Dressings applied by many physicians for patients 
returned to duty frequently are dangerous and lead to 
further accidents. 

Infection rates are high in proportion to the amount 
of uncontrolled medical care. 

Unwarranted diagnoses, involving the plant opera- 
tions as a cause, are often made in connection with 
injuries or disease states arising apart from work. 
One manufacturer cites a compensation claim for 
urticaria, which was diagnosed as “brass poisoning” 
when the worker was engaged in the occupation of 
tailoring. 

Records required by law are assembled with the 
greatest difficulty when the entire group of physicians 
of the district participate in their compilation. 

The general practitioner often feels it to be his sole 
duty to advocate the cause of the patient in disputed 
matters, instead of acting as the neutral umpire, serv- 
ing the two interests equally and without prejudice. 

The general practitioner often refuses information 
necessary in rearranging the disabled employe’s work. 
Haughtily, the physician in charge may state that the 
patient’s condition is a matter between himself and his 
patient. 

The majority of industrial injuries in any plant are 
trivial, not justifying a search for the family physician, 
but calling for minor emergency care as a preventive 
against infection. 

Physical examinations may be required by law and 
are desirable in any event. These are best made by a 
physician not of the applicant’s choosing. Physical 
examinations are of most worth when procedures are 
standardized. 

Many medical problems in every plant do not con- 
cern themselves with persons but with conditions, such 
as occupational disease hazards, ventilation, seating 
and noises. 

Some states require by law the maintenance of a 
dispensary and the rendering of medical services on 
the plant’s premises.” 

In the light of these considerations and in 


view of a substantial experience it seems clear 
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to McCord that industry has created a situa- 
tion that necessitates a modification in the prac- 
tice of medicine in order to meet the social re- 
quirements of modern civilization. To a great 
extent industry has recognized and taken ad- 
vantage of medical skill and talent in meeting 
the health problems of the new order. To a 
limited extent the medical profession has rec- 
ognized the necessity of adjusting itself to the 
new conditions. The opportunities of indus- 
try in utilizing medical service to the advantage 
and profit of itself and to the nation and the 
opportunities of the medical profession to ad- 
just itself so that it may provide a service to 
industry commensurate with the capacity of 
the profession and the needs of industry are 
unlimited. 
DISCUSSION 

Dr. Deginhardt, Chicago: Dr. Deal is to be com- 
mended for having presented such an excellent paper. 
He has shown knowledge of his subject; experience 
in his line of endeavor and painstaking preparation of 
his address. I quite agree with all he has said. He 
has covered the subject so thoroughly that it leaves 
little to be added. 

Our modern methods of machine production have 
necessitated an intensive inquiry into the cause of ac- 


cidents, their prevention and the conservation of the 


health of all employees. Conclusions reached from 
this survey have pointed to the advantage of a physi- 
cal and mental examination being given every appli- 
cant for a job to ascertain his fitness. As Dr. Deal has 
emphasized, periodic examinations should be made to 
obtain greatest results. I would go a step in advance, 
and insist that every employee who has been absent 
from his work on account of illness, or having under- 
gone surgery, and even those who are returning from 
a vacation, is not to be permitted to return to work 
unless an examination warrants. 

It has been my experience as supervisor of the medi- 
cal department of several large manufacturing con- 
cerns during the last five years, that when these simple 
rules are enforced, it has been to the great advantage 
of both employer and employee. 

There is a factor in this problem that Dr. Deal 
touched upon but lightly, and that is industrial psy- 
chology. We find that accidents in many instances are 
traceable to mental factors. Professor Burtt aptly 
outlines it about as follows: There are possibilities 
in devising technique to predict individual susceptibility 

-tests of motor processes, emotions, and intelligence. 

Vocational maladjustment and fatigue play their role. 
Emotional difficulty arising outside the plant cause 
dangerous hangovers. Lack of information is some- 
times responsible. Finally, publicity devices that in- 
fluence the workers to be careful are worthy of con- 
siceration. 

Dr. Deal has brought out that it is believed that 
some of the large industries through their medical de- 
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partment have gone in for record making mania, and 
have indulged in sharp practices to a degree that falsify 
their accident and loss of time statistics. I personally 
know of organizations where through their safety de- 
partment they had conducted accident prevention cam- 
paigns so enthusiastically through their plant, that they 
had instilled in the minds of the employees that if 
they were involved in an accident, they would be dis- 
missed. I have seen where injured employees purpose- 
ly did not report their accident. Treatment of their 
injury was entirely neglected, or they called upon their 
family physician, he being requested not to make a 
report, the injured meeting the expense himself. Such 
procedures cannot be too strongly condemned. Under 
such a state of mind, together with the fear of sickness 
and old age, the efficiency of the employee is bound to 
be lowered. 

A glowing example along this line is one related to 
me recently by the Chief Claim Agent of one of the 
largest Railroad Systems in the United States, on their 
Pacific Coast division, It is about as follows: “They 
had received numerous claims for injuries to members 
of a certain section gang. The foreman of this section 
gang was instructed that if accidents continued on his 
section, the foreman would be discharged. It so hap- 
pened that not long thereafter one of the Mexican 
laborers of this gang was accidentally killed by an 
engine. Frightened and fearful that the threat would 
be carried out, he and his gang buried the laborer beside 
the right of way, and kept his name on the payroll. 
Some months later the auditing department were puz- 
zled to learn what had become of certain checks mailed 
periodically to this foreman, and an investigation en- 
sued and the facts were brought out.” 

When such tactics on the part of injured employees 
occur, it falsifies all statistical records and works a 
hardship on all concerned. 

Industrial psychology has a definite contribution to 
make to human welfare and if conscientiously applied 
in relation to employer and worker will reward our 
industrial medical organizations with surprising results. 

Dr. C. O. Sappington, Chicago: I was very much 
interested in the remarks made about accident preven- 
tion campaigns. I would like to call your attention to 
a report that is going to be issued, as I understand, 
by the American Medical Association. I had the privi- 
lege of seeing the report before its publication. It is 
going to be issued very soon and I believe the subject 
of it, unless they change it, will be “Medical Aspect of 
Workmen’s Compensation.” You will find in that re- 
port a discussion of this particular subject concerning 
accident prevention campaigns and a lot of very valu- 
able material which you will be interested in. I mere- 
ly mention it at this time. 

Dr. M. Earl Brennan, East St. Louis, Ill: Dr. Deal 
presented an ideal situation, particularly from the stand- 
point of the large industry. I personally think that 
most large industries by force of necessity institute 
good medical departments, because they can see in 
black and red figures the value of them. It is the small 
industries, with a few employes, under two hundred or 
so that really need to be educated. The discussant has 
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brought out health or safety campaigns very well. I 
would like to say that personally I think it is a lot of 
“hooey”, in many instances, especially holding fore- 
men and other officials responsible for lost time acci- 
dents. I oppose the character of the campaign simply 
to acquire a record or a trophy. There is no question 
about the records made by safety first education in re- 
ducing accidents. 

The superintendent mentioned who buried the Mexi- 
can laborer because he was afraid to report the acci- 
dent is a good example, in a major degree of what is 
going on, all over the country in a minor degree, par- 
ticularly in some railroad systems. The stress and 
stigma placed on a three day loss accident, (I think it 
is three days) is silly, not because the man is injured 
or steps taken to correct the cause of the accident, all 
interest seems to be in the three days lost; not the 
accident. The employees have to make out a long re- 
port and are often reprimanded. They are conse- 
quently afraid to make out reports. They prefer not 
to report accidents with those who are really hurt; 
often the boss or superintendent are after the physi- 
cian to get the injured back on the job, if only to have 
him sit around warming his heels at the stove, simply 
to save “lost time”. Usually the industry pays a big 
price for the “no lost time” record they acquire. 

Dr. Deal, in closing: I am glad the discussants em- 
phasized some points which I did not bring out fully, 
and I agree with everything they have said. 





MASSIVE PULMONARY ATELECTASIS 
IN RELATION TO ARTIFICIAL 
PNEUMOTHORAX WITH CASE REPORT. 
Raymonp F. Exumer, M.D. ann Cnaries E. 
Boyan, M.D. 

CHICAGO 
Massive collapse of the lung is a condition 
in which one or more lobes, or an entire lung, 
suddenly becomes deprived of its air content 
without apparent cause and deflates. It is a 
much more common post-operative complica- 
tion than has hitherto been believed, and may 
escape detection because of its clinical similari- 
ty to other chest conditions. Clinically, mas- 
sive atelectasis resembles pneumonia, tubercu- 
lous pneumonia, pleurisy with effusion, and 
fibroid lung but differs markedly from these 
conditions from a standpoint of prognosis. It 
is therefore quite necessary for the surgeon to 
familiarize himself with this clinical entity. 
We wish herein to indicate the more salient 
features of the condition and to cite a case in 

point. 

Historical :—The first description of massive 
pulmonary atelectasis was given by Legendre 
and Bailly in 1844. They regarded it as a fre- 
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quent complication of bronchitis in children 
and felt it was due to imperfect respiratory 
movements or obstruction from bronchial se- 
eretion rather than of inflammatory origin. 

In this same year Mendelssohn experiment- 
ally produced atelectasis by mechanically ob- 
structing the bronchi in animals. 

Gairdner, writing in 1851, regarded obstruc- 
tion of the bronchus with mucus as the most 
frequent cause. 

In 1890, Pasteur described this condition fol- 
lowing 34 cases of post-diphtheritie paralysis 
of the diaphragm and considered this latter to 
be the chief factor in producing massive 
atelectasis. 

The tendency of experimentation during re- 
cent years has been towards disproving Pas- 
teur’s conclusions and supporting the theory 
that bronchial occlusion is the primary cause 
and other factors secondary. 

Etiology :—Seott has suggested three possi- 
bilities : 3 
Vasomotor 


(a) 
(b) 


(c) Swelling of the Mucous Membrane 


Bronchial Spasm 


Vasomotor :—This influence may be exerted 
in a number of ways: It is possible that dila- 
tation and stasis might block the bronchioles by 
an outpouring of secretion. According to some 
authors, alteration in the degree of inflation 
may be brought about by changes in pulmonary 
circulation ; a diminution in the tension of the 
pulmonary arterial stream resulting in a c¢ol- 
lapse of the lung. 

Bronchial Spasm :—Reflex spasm involving 
the walls of the bronchioles is one way in which 
the lung can be rapidly emptied of air. 

Jacobaeus, reporting four cases of massive 
collapse following lipiodol injection, advanced 
an explanation: He concluded that spasm 
of the bronchi and bronchioles expressed most 
of the air in the bronchial system, leaving only 
the alveolar air to be absorbed. In support of 
this view he claimed, that in two of his ¢ases, 
the bronchi were seen to be distinctly smaller 
in the state of collapse than later when the lung 
had re-expanded. 

This however scarcely seems to be a fair con- 
tention since one would naturally expect the 
bronchi of a collapsed lung to be smaller. 

Swelling of the Bronchial Mucous Mem- 
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brane :—A third possibility, is an edema of the 
bronchial mucous membrane, similar to an an- 
gioneurotic edema. This view has some sup- 
port in recent work done by Hoover with re- 
gard to the mechanism of asphyxia in the 
guinea pig. He has shown that the bronchial 
obstruction is due to swelling of the bronchial 
mucosa, and is not due to spasm. 

Meakins has suggested that the collapse may 
start as a peri-bronchial pneumonia and that 
exudation may block the bronchus and by ab- 
sorption of air distal to the obstruction produce 
a collapse. 

These various explanations are for the most 
part theoretical but may be of some assistance 


K. 





Fig. 1. Arrows indicate left partial pneumothorax. 
Heart and mediastinum are displaced to the right. The 
right chest is obscured by a dense shadow. This con- 
solidation is indicative of massive collapse. 


in accounting for massive collapse when this 
phenomenon is present or encountered. 

The following cases is illustrative of massive 
collapse. The type of operation however, 
which precipitated the condition and the prob- 
able sequence of events leading up to it are 
different from other cases reported in the lit- 
erature. 

Case: C. S., aged 46 years, had been treated by us for 
pulmonary tuberculosis. He had an involvement of the 
left lung with very little pathology on the right side. 
An artificial pneumothorax was done on the left side. 
A.ir therapy had been instituted six weeks ago, the initial 
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collapse and several refills being uneventful . . . On 
February 10 the patient was given 350CC of air. He 
coughed considerably following the treatment, rested 
half an hour and went home. 

Upon reaching home, he became very dyspneic, 
coughed up considerable blood-tinged sputum and when 
seen, was cyanotic, with temperature of 104°, pulse 120, 
respiration 30. The patient was hospitilized. Examina- 
tion of the chest revealed:—Immobility of the right 
lung. Displacement of the apex beat to the right side. 
Dullness on percussion over entire right side. The 
breath sounds were distant and blowing. A roentgeno- 
gram: Fig. 1, revealed the following findings: Partial 
left pneumothorax. Heart and mediastinum displaced 
to the right. The right chest was obscured by a dense 
shadow except for several small areas in the upper 
right field. This consolidation of the right side strongly 
suggested massive collapse. 





L. Bota, & 





Fig. 2. Roentgenogram taken one month from onset 
indicates the involved lung has regained its air content 
with the exception of a small area near the hilus. 


Within 24 hours of admission the patient’s subjective 
signs disappeared; he became quite comfortable, and 
had no respiratory difficulty although the physical find- 
ings remained as before. These gradually cleared up 
in the course of a week. 

A film of the chest taken three weeks from the onset 
showed reexpansion of a small area in the middle lobe 
of the right lung. A film taken one month from onset: 
Fig. 2, revealed that the lung had regained its air con- 
tent with the exception of a small area near the hilus. 

In view of the fact that the opposite and healthy lung 
had collapsed following artificial pneumothorax, the 
mechanism by which this had occurred was a matter 
of considerable conjecture. 

A possible modus operandi suggested itself and may 
have been accomplished as follows :— 
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An artificial pneumothorax was performed on the 
left side. This air compression caused an alteration in 
the pulmonary circulation on that side. There was a 
resultant dilitation and stasis, with an outpouring of se- 
cretion and collapse of the alveoli on the same side. 

The repeated coughing spasms following the penumo- 
thorax had a tendency to remove the secretions upward 
along the bronchial tree. Probably in this particular 
instance the secretion accumulated in amount as it 
ascended, and, on reaching the bifurcation of the 
trachea could no longer pass upward, but was deflected 
into the right bronchus causing a massive atelectesis of 
the right lung. 

We realize this explanation seems highly theoretical 
but nevertheless it has certain points which recommend 
it to this case. 

Symptoms: There is a sudden onset with elevated 
temperature, rapid embarrassed respiration, cyanosis, 
and pain in the affected side. An irritating cough is 
usually present. There is frequently no history of pre- 
existing pulmonary trouble although often pulmonary 
tuberculosis is present. 

The physical findings consist of immobility of the 
chest, dullness on percussion over a variable area and 
distant blowing breath sounds. The diagnostic clinical 
sign is the dislocation of the heart and mediastinum to- 
wards the affected side. The roentgen ray is of great 
assistance in confirming the diagnosis. 

Atypical cases will present a less severe picture, the 
distress is not so marked, the fever is less high, and 
there may be very little cough or cyanosis. The x-ray 
establishes the diagnosis in this type of case. One must 
differentiate this condition from pneumonia, pleurisy 
with effusion, tuberculosis pneumonia and other chest 
conditions producing a similar clinical picture. 

Pathology:—The affected lung is shrunken, heavy, of 
bluish color, airless, and may show congestion, A plug 
of mucus or a blood clot may be found obstructing a 
bronchus but often there is no evidence of the existence 
of any gross obstruction. Hence the theory of obstruc- 
tion does not hold good post mortem in explaining all 
cases of massive atelectesis. 

Prognosis :—As a rule the prognosis seems to be good; 
by far the greater percentage of patients recover rapidly 
and leave the hospital apparently cured. 

Treatment :—The treatment is largely expectant in the 
above case; morphine and atropin, the latter in 1/50 gr. 
doses were given but it is questionable whether or not 
they played a role in the patient’s recovery. 


Conclusion:—1. Massive pulmonary atelect- 
asis occurs more frequently than is generally 
believed and should be considered among post- 
operative complications. It may follow such 
minor procedures as thoracentesis and artificial 
pneumothorax. 

2. The etiology is theoretical; the weight of 
evidence seems to point to bronchial obstruc- 
tion. 


3. Despite the alarming clinical picture, the 
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prognosis is good, with complete recovery in 
about 80% of eases. 

4. The treatment is palliative, drugs caleu- 
lated to relieve bronchial spasm should be used 
empirically. 

3435 Sheffield Ave. 
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INDICATIONS FOR LUNG COLLAPSE 

IN TUBERCULOSIS BASED ON A PATH- 

OLOGICAL CLINICAL CLASSIFICATION* 
BENJAMIN GoLpBERG, M.D., F.A.C.P., 


Associate Professor of Medicine, College of Medicine, 
University of Illinois. 


CHICAGO 

Rest is considered the single most important 
agent in the treatment of pulmonary tubercu- 
losis. The lungs are vital organs, inasmuch as 
respiration is a vital function. Bed rest, even 
though it be general and constant, can only be 
relative and never complete as applied to the 
lungs. To accomplish absolute or complete rest 
of a lung or portion of a lung some form of 
surgical collapse therapy must be utilized. 

Ten years ago it was felt by a majority of 
those interested in phthisiotherapy that only 
approximately fifteen per cent of the tubercu- 
lous population had tuberculous disease which 
could be benefited through such collapse. 
In the past two years reports emanating from 
different institutions throughout this country 
indicate that the value of collapse therapy 
is being more realized and its use more wide- 
spread. Different institutions now report from 
twenty-five to eighty-five per cent of all pa- 
tients admitted as having some form of this 
therapy applied. 

There are three basic indications for lung 
collapse : 


*Read before the Section on Medicine of the Illinois State 
Medical Society, Peoria, May 16, 1933. 
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1. To prevent extension or metastatic tu- 
berculous disease and to promote healing in the 
diseased area. 

2. The public health aspect. To prevent dis- 
semination of infection through compression of 
the disease process, limiting the extension of 
infected sputum. 

3. The economic reason. When the patient 
is the wage earner of the family and the disease 
process can immediately be controlled by col- 
lapse therapy, it enables the return of the 
worker more quickly to his occupation and in- 
come. It also lessens the cost to the patient’s 
family or to the community when institutional 
care must be provided. 

While these conditions are basic, they are de- 
pendent upon the type and extent of the pul- 
monary lesion, as well as various complications 
which may be present. 

Heretofore, pulmonary tuberculous disease oc- 
curring in the adult has been classified as adult 
tuberculosis and in a majority of instances it 
was felt that such disease was the result of a 
lighting-up of a tuberculous process that had 
originally occurred in childhood and had re- 
mained residual from what was termed ‘‘child- 
hood tuberculosis.’’ The intensive campaigns 
waged against tuberculosis have decreased the 
widespread extent of tuberculous infection so 
that today it is not ubiquitous as to its dissem- 
ination. The type of disease resulting from a 
primary infection, commonly termed _ the 
‘primary complex’’ or ‘‘childhood tuberculo- 
sis,’’ in a majority of instances tends to heal 
spontaneously and is now being seen later in 
life, both in the adolescent and adult groups, 
because of delayed primary infection. 

It becomes necessary, therefore, to distin- 
guish between this and other clinical types of 
tuberculosis at a later age. The most important 
consideration, therefore, in the handling of pul- 
monary tubereulosis should center around a 
classification of this condition, which would 
give the practitioner a more definite under- 
standing of the underlying pathological and 
clinical basis and thus be the criterion for the 
prognosis and treatment. 

The present classification, as standardized 
by the National Tuberculosis Association, is 


largely based on extent of lesions and symp- 
‘oms, but does not segregate pathological types 
so as to differentiate a tuberculosis which may 
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heal within a few months from one which may 
persist to the termination of the patient’s life 
or cause that termination. It also does not dif- 
ferentiate the serious differences that exist be- 
tween a malignant type of early tuberculosis and 
a benign type of tuberculosis which latter may 
be far advanced at its inception, according to 
the extent of lesion, and yet clear spontaneously 
within several months. 

Ornstein, Ulmar and Dittler have given us a 
classification which, with some slight additions, 
I feel is most useful in elucidating the above 
conditions. This classification is primarily 
pathological, based on the reaction of the hu- 
man host to the tubercle bacillus, and indicates 
four main types which may and do frequently 
over-lap in their occurrence. The extent of le- 
sion is continued, as previously, as is the symp- 
tom classification, A. B. and C. The outline of 
different types may be given as follows: 

A. EXUDATIVE— 

1. Acute benign 
2. Exudative Productive 
3. Caseous pneumonic 
(malignant) 
a. Acute pneumonic phthisis 
b. Acute bronchopneumonic tuberculosis 
c. Fibro-ulcerative tuberculosis 
(subacute and chronic) 
d. Chronic fibroid 
B. PRODUCTIVE— 
1. Chronic proliferative 

A-1. The Acute Benign Type. In this con- 
dition hypersensitivity to the tubercle bacillus 
and its products exists with an allergic re- 
sponse. The reaction is almost entirely serous 
and no ensuing necrosis or caseation can be 
demonstrated clinically, Resorption of the ex- 
udate takes place with a fair degree of rapidity 
within several weeks to several months, leaving 
normal lung tissue. Hemoptysis may be present 
at the onset. There is, however, only slight 
cough and expectoration and only a slight or 
moderate febrile change. The processes in the 
various types resemble very much a primary 
complex or an epituberculous infiltration and 
may be the result of a delayed primary infee- 
tion in an individual who has not been previ- 
ously exposed to tuberculosis. These patients 
very frequently are only discovered acciden- 
tally in the taking of a roentgen film or when a 
eareful physical examination is made in an 
individual who has been exposed to infection 
and reports routinely. 
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A-2. The Exudative Productive Tuberculosis. 
This type and the caseous pneumonic type, the 
description of which follows, may resemble one 
another at the onset, but careful observation of 
the course reveals that resorption of the ex- 
udate supervenes and that necrosis and cavity 
formation do not occur. There is, however, an 
inerease in sear tissue, particularly along the 
peri-bronchial tracts, This scar tissue tends 
to persist after the acute manifestations have 
subsided. The course in this type is usually 
over a period of months, with a definite tend- 
eney to resorption and healing. 

A-3. Caseous Pneumonic Tuberculosis. A 
massive dose of tubercle bacilli, with a tre- 
mendous stimulation of body cells, results in a 
severe destruction which involves a portion of 
the lobe, a complete lobe or the complete lung 
in this condition. Necrosis supervenes and 
sloughing of easeous tissue is only controlled by 
marked scar tissue formation surrounding the 
area. This is the malignant type of tuberecu- 
losis and constitutes over fifty per cent of all 
cases. The caseous material contains large 
numbers of tubercle bacilli, so that extension 
of the disease occurs not only as an endogenous 
re-infection to adjacent tissue, but metastati- 
cally to other portions of the lung or to other 
organs within the body. The large number of 
tubercle bacilli extruded also provide danger 
to contact susceptible individuals. 

3-a. Acute Pneumonic Phthisis. In the case- 
ous pheumonie grouping we have acute forms, 
such as acute pneumonie phthisis, where the 
lisease is limited to a lobe and where the onset 
may resemble that of a lobar pneumonia and is 
not followed by resolution in the usual period 
of time, but by sloughing out of the caseous 
material which develops, and eavitation. 

3-b, Acute Bronchopneumonic Tuberculosis. 
This oceurs when multiple foci of tuberculous 
involvement occurs throughout a portion of a 
lung, or both lungs. 

3-e. Fibro-Uleerative Type. The fibro-ul- 
cerative type is a continuation of one of the 
above named types in the caseous pneumoniec 
group, in which proliferation of fixed tissue 
cells occurs so that productive changes are evi- 
dent along with the ulcerative phenomena. 

dd. Chronic Fibroid Tuberculosis. This is 
the end stage toward healing of the caseous 
Pheumonie group, to bach stage ulceration is 
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only a minor factor, but is yet capable, because 
of some breaking down of tissue, of producing 
the dangerous factors involved in endogenous 
re-infection or external contact infection. 

B-1. Chronic Proliferative Tuberculosis. This 
type of tuberculous disease is a pure produe- 
tive type found where the reaction to the super- 
infection dose of tubercle bacilli is very slight 
and a low grade of fibrosis results, which con- 
tinues more or less indefinitely, producing a 
cirrhotic appearance. The process continues 
more or less by continuity and the patients 
usually die of concurrent infection or inter- 
current disease. In this condition, tubercle 
bacilli are found only at infrequent intervals in 
the sputum and, therefore, these individuals 
do not present the menacing condition which 
occurs in the chronic fibroid tuberculosis of the 
caseous pneumonie type, from which it should 
be carefully differentiated. 

The value of understanding these various 
types of tuberculosis is based on the fact that 
the acute benign and exudative productive 
types of this disease heal almost spontaneously, 
the physician, of course, maintaining the usual 
therapeutic regime of rest, fresh air and diet. 
Many patients with tuberculous disease, who 
fall into these two groups and have been sub- 
jected to different forms of therapy, have piled 
up glowing statistics for such treatment. The 
favorable, ultimate outcome in these cases could 
not have been affected. Especially is this true 
of patients with such forms of exudative tu- 
bereulous disease where annular shadows have 
been seen, which shadows were not produced 
by cavitation, but rather by zones of cellular 
infiltration in the periphery of the exudate or 
by temporary emphysematous blebs. 

The ecaseous pneumonie type, which is the 
malignant type of tuberculosis, should, of 
course, be given the benefit of immediate at- 
tention as soon as it is discovered and, because 
of the danger from endogenous re-infection, 


collapse therapy, wherever possible, should 


‘be utilized to control these lesions. In this type 


also, because of the large quantities of tubercle 
bacilli thrown off, most careful precautions 
should be taken as to the spread of infection to 
other individuals. 

The chronic proliferative tuberculosis per- 
sists and continues in its extension throughout 
the pulmonary regions. No therapy has been 
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devised which influences this type of tubercu- 
losis. Progression, as stated, is slow and con- 
tinuous, without any apparent abatement of the 
process. 

COLLAPSE THERAPY 

The importance of this classification in de- 
termining indications for collapse therapy 
becomes evident as one appreciates the different 
pathological types and their clinical course. 
In all forms of pulmonary tuberculosis evidenc- 
ing active pathology, patients should receive a 
prolonged period of rest. This rest must be 
mental as well as physical. 

Collapse therapy should be utilized in all 
patients having a caseous pneumonic tubercu- 
losis as soon as the disease is discovered, where 
the pathology is unilateral, or where bilateral 
disease allows a unilateral collapse, or a com- 
bination of different types of such therapy. 

Inasmuch as there are instances where fac- 
tors of resistance vary at different time inter- 
vals, so that diverse types of pathology in either 
lung are evident, it becomes necessary for the 
phthisiotherapist to have a complete under- 
standing of these types. The phthisiotherapist 
of skill and experience can visualize, after a 
brief period of observation, with a considerable 
degree of accuracy, the type and course of the 
disease. It is necessary, furthermore, that the 
surgeon have the requisite skill and experience 
for this type of work. 

The different types of pulmonary collapse 
that have proven of definite value, and are 
therefore utilized today, may be enumerated as 
follows: 

1. Artificial pneumothorax. 

2. Intrapleural pneumolysis. 

3. Oleothorax. 

4. Extrapleural pneumolysis. 

5. Phrenie neurectomy. 

. Extrapleural thoracoplasty. 

Artificial pneumothorax is the simplest, the 
most complete, and therefore the primary 
method of choice in pulmonary collapse. 
When properly and carefully employed, it 
should not create any damage. It can be de- 
flated very easily and even in those cases where 
collapse has been maintained over a period 
of years in only a few instances has carnifica- 
tion of the lung occurred. 

Bilateral pneumothorax may be performed 
where indications for such therapy exists. 


for) 
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Where adhesions of the narrow band type are 
present in single or multiple numbers, in many 
instanees by gradually increasing inflation and 
completing the pressure reading at a slightly 
positive point, stretching of such adhesions may 
occur so that sufficient collapse of the lung 
may be had, to give one the proper therapeu- 
tie result. Where pleural effusion is present, 
this procedure may also be used to replace such 
fluid, which has been aspirated. 

The prime indication for artificial pneumo- 
thorax is the caseous pneumonic tuberculosis, 
in which there is cavity formation. In acute 
pneumonic phthisis and bronchopneumonic tu- 
berculosis some authors have advised against 
pneumothorax collapse. Using gradual collapse 
in these types satisfactory results have been 
obtained in my experience. In the acute be- 
nign or exudative productive types this form 
of therapy is only used where a severe pulmon- 
ary hemorrhage occurs, which hemorrhage does 
not seem to be controlled by other ordinary 
methods. 

Occasionally in exudative productive tuber- 
culosis, even though one realizes the favorable 
outcome, for economic reasons to hasten the 
control of the tuberculous process, artificial 
pneumothorax may be employed to allow the 
patient to become ambulatory sooner. 

Where adhesions are present, of the type 
that do not appear as though they would yield 
sufficiently, supplemental methods to artificial 
pneumothorax should be employed. 

Intrapleural pneumolysis. This procedure 
should be the first attempted in sequence after 
artificial pneumothorax when adhesions are 
present that experience dictates can be treated 
by this method. They must be able to come 
within range of the thoracoscope and cautery. 
The Unverricht modification of the Jacobeus 
method is more popular at this time. The Mat- 
son’s, practicing this method in this country, 
report a mortality of less than one-half per 
cent. We hesitate to recommend the severing 
of adhesions by pulling or cutting with the 
knife. 

Oleothorax. The use of this procedure may 
next be considered. It may be used: 

1. As a compression oleothorax to re-establish 
collapse in patients where air inflations have 
failed to maintain a proper collapse of the 
diseased lung. - 
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2. As an inhibition oleothorax to prevent ex- 
pansion of the lung in cases where a satisfac- 
tory collapse cannot be maintained by air 
inflations because of a threatened early oblit- 
erative pneumothorax. 

3. In the complication of pneumothorax 
empyema, in which it may be utilized as a 
disinfectant treatment. 

Extra-pleural Pneumolysis, usually applied 
as apicolysis, is important: 

1. Where adhesions prevent the use of intra- 
pleural pneumolysis. 

2. Where rigid walls in cavities prevent the 
collapse of such cavities. 

3. Where an area of localized caseous pneu- 
monic disease limited to the apex is found in 
the contra-lateral better lung, or where bilateral 
apical caseous pneumonic disease is found. 

4. It also may be used in conjunction with a 
partial or complete thoracoplasty. 

Various types of ‘‘fills’’ are used. Those rec- 
ommended by different surgeons are: Sauer- 
bruch (the gauze pack); Lilienthal (a rubber 
elastic gauze-covered pack) ; Tuffier (fat) ; Baer 
(paraffin) ; Archibald (muscle tissue). 

Precautions as to perforation through the 
cavity wall or shifting of the pack, especially 
when paraffin is used, should be taken. 

Phrenic Neurectomy. We recommend this as 
an adjunct to artificial pneumothorax, where 
basal adhesions are present, and through the 
relaxation of such adhesions more lateral com- 
pression of the lung can be obtained with the 
gas. We also use it in instances where slight 
collapse is necessary in the other lung 
where one lung has had artificial pneumotho- 
rax. We are, however, beginning to realize 
that this procedure does not offer sufficient 
compressive force against thick walled cavities 
to produce their collapse. The partial compres- 
sion may aid in some slight promotion of rest, 
which can further fibrous tissue formation and 
contraction. A large number of the case re- 
ports concerning this precedure, evidencing ex- 
tensive disease, we feel should be grouped in 
the benign or exudative productive types, 
which without such procedure would also have 
had a good prognosis. 

Thoracoplasty has its indication where arti- 
ficial pneumothorax and its supplemental pro- 
cedures cannot be applied and the surgery to 
compress pulmonary cavitation is necessary. It 
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should be used in the caseous pneumonic group 
which have passed the acute stage and show 
evidence of some productive tissue changes. 
One should determine this almost immediately 
after the failure of the other procedures and its 
application should not be unnecessarily de- 
layed. While I have seen this procedure prac- 
ticed by a number of surgeons, the multiple 
stage operation of Hedblom has in my experi- 
ence yielded the best results. Thoracoplasty is 
not a heroic test to be feared, but a procedure 
with definite indications. 


CONCLUSIONS 

1. The pathological clinical classification 
given above separates pulmonary tuberculosis 
into benign and malignant types. The latter 
should be given the advantage of collapse 
therapy immediately. 

2. The various procedures employed in pul- 
monary collapse have a definite sequence 
of application. The presence of certain path- 
ological concomitants determines their individ- 
ual application. 

104 8. Michigan Ave. 
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DISCUSSION 

Dr. Carl A. Hedblom, Chicago: The proper selec- 
tion of patients for compression therapy in the treat- 
ment of pulmonary tuberculosis, as Dr. Goldberg has 
emphasized, is the most vital consideration. It follows 
that a classification that will serve us best in making 
our selection is of great importance. However, we 
must not expect too much from a pathological classi- 
fication. Varying virulence of the infective organism 
and fluctuating resistance on the part of the patient, 
produced by intercurrent conditions may modify the 
whole clinical picture. 

As to methods of compression it is important to keep 
in mind that pneumothorax collapse is the simplest and, 
barring adhesions, the most complete and can be termi- 
nated. Phrenic neurectomy has a distinct field of use- 
fulness, both as an independent and as an auxiliary 
operation. It is for thoracoplasty that the selection of 
the patient is of paramount importance. 

It has seemed helpful to me to consider the patient 
always in the light of the course of the disease from 
the onset as determined by a carefully taken history. 
A patient with open lesion, who presents himself with- 
out much loss of weight and strength years after the 
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onset, and whose lesion is essentially unilateral, is al- 
most always a favorable case. The chief question in 
such a case is as to the amount of secondary visceral 
damage. 

Borderline cases include those who have had con- 
siderable involvement on the other side, but which is 
quiescent, those who present some evidence suggestive 
of activity in the “better” lung, and those who have 
symptoms and signs characteristic of a mixed fibrosis 
and caseating lesion. The several stage operation makes 
it possible to extend the benefits of thoracoplasty to 
many such cases otherwise not suitable for it. 

Team work on the part of the thoracic surgeon and 
the internist or phthisiologist is essential to the best 
results. General classifications will help but the clinical 
course in care of the individual patient, in my opinion, 
is a criterion we shall not be able to do without. 





SOME OBSERVATIONS ON THE SUBJECT 
OF DIABETES MELLITUS 
C. L. Brest, M. Sc., M. D., F. A. C. 8. 
FREEPORT, ILLINOIS 


The etiology of diabetes mellitus is still 
shrouded by glittering generalities; age, sex, 
heredity, obesity, ete., being discussed and the 
conclusion must be drawn that the cause re- 
mains unknown. On the subject of the infec- 
tions, Fitz, in Oxford Medicine, states as fol- 
lows: ‘‘The part that infection may play in 
precipitating an attack of diabetes is interest- 
ing to speculate upon. It is well known that 
infections of any sort will lower a diabetic 
tolerance. It is equally well known that a very 
fulminating form of diabetes may follow vari- 
ous acute infectious diseases almost immedi- 
ately. Whether any specific organism causes 
diabetes is doubtful.’’ 

It seems that a careful consideration of the 
following two cases may permit us to take a 
more definite stand and charge the cause of 
diabetes against acute and chronic infections. 
My eases both happen to be acute. 

It is not often that the medical history of the 
diabetic patient is known to the attending phy- 
sician from birth, and the family history per- 
sonally known to him as well. These facts were 
known in both of these cases. 

Case 1. R. P., male, aged 8 years. Usual childhood 
diseases. A normal healthy child. August 4, 1930, had 
an acute attack of appendicitis which perforated before 
the consent of the family was obtained for operation. 
Operated on, August 4, 1930, made an uneventful re- 
covery and was discharged with slight drainage in three 
weeks. Urine analyses in hospital were negative. On 
September 12, 1930, the parents came in without a urine 
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specimen and mentioned a urinary disturbance. Septem- 
ber 27, 1930, a specimen of urine was furnished which 
was negative except for 2.8% urine sugar. Patient has 
been on insulin much of the time since then, and still 
has urine sugar. 

Case 2. Male, aged 53 years. Usual diseases of 
childhood and frequent attacks of suppurative tonsillitis, 
Clean appendectomy, 1902. March, 1926, suffered an 
attack of suppurative tonsillitis followed by an acute 
inflammatory rheumatism (severe), duration four 
months. Hospitalized, one month. Urine findings nega- 
tive. August, 1926, made application for life insurance 
and 0.3% urine sugar was discovered. This finding has 
been more or less constant ever since; sometimes nega- 
tive on rigid diet and with the least error in diet, sugar 
again appears. 

There is no hereditary history in either case. The 53 
year old case might be classified as obese, but has been 
the same for years. In these two cases at least, it seems 
that we may rather definitely connect up the cause with 
the acute infection which was severe in both cases. 





‘INTRACRANIAL LESIONS OF OTITIC 
ORIGIN FROM THE VIEWPOINT 
OF THE OPHTHALMOLOGIST* 


SAMUEL J. Meyer, M. D. 
CHICAGO 


The eye and the ear are so closely related in 
the fields of neurology, ophthalmology and 
otology, that it is of the utmost importance that 
the specialist in these respective fields should 
realize the significance of this relationship in 
the diagnosis of intracranial lesions. Frequent 
eye examinations should be made in all cases of 
intracranial ear complications in an attempt to 
ascertain involvement of the second, third, 
fourth, fifth, sixth and seventh nerves, the in- 
tracranial sympathetic nervous system and the 
venous sinuses. 

The anatomy and physiology underlying the 
ocular symptoms and signs of otitie origin will 
be first considered. There are four definite 
routes by which the eye may become involved 
in intracranial complications of otitic origin. 
The first is by direct extension of inflammation 
along the nerves and subarachnoid space. The 
second is by the blood stream by way of the 
venous sinuses to the cavernous sinus and oph- 
thalmiec vein. The arteries may be involved by 
toxins and bacteria. The third is by inflamma- 
tory swelling directly upon blood vessels and 


*Read before Section on Eye, Ear. Nose and Throat, IIli- 
nois State Medical Society, Peoria, May 16, 1933. 
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nerves. The fourth is reflexly through the mo- 
tor, sensory and sympathetic nerves. 

The anatomy and physiology of the cranial 
nerves affected in eye complications of otitic 
origin are graphically shown in the accompany- 
ing diagrams. 

The symptoms of otitie origin are caused 
mainly by involvement of the second, third, 
fourth, fifth, sixth and seventh nerves, the in- 
tracranial sympathetic nervous system and the 
venous sinuses. 

Headache is the most frequent symptom pres- 
ent and is usually caused by an involvement of 
the trigeminal nerve. The type or localization 
of the headache does not have much localizing 
value from the diagnostic point of view. Loceal- 
ized headache may be a prominent feature of 
extradural abscess. 

Diplopia is quite a prominent symptom, and 
is usually due to an involvement of the sixth 
nerve. The branches to the upper lid and pu- 
pillary fibers are most often involved when the 
third nerve is affected. The fibers of this nerve 
innervating the other extra-ocular muscles are 
only seldom involved. Fourth nerve involve- 
ment is rare, and when present, may indicate 
suppuration in the posterior fossa. 

Visual vertigo. may be differentiated from 
that caused by vestibular lesions because it dis- 
appears when the eyes are closed. 

Exophthalmos is rare, most usually being due 
to a nasal complication. It is most often due 
to a cavernous sinus thrombosis, which is char- 
acterized by chemosis, edema and cyanosis of 
the eyelids and an orbital proptosis. 

Spontaneous oral nystagmus must be dis- 
tinguished from visual nystagmus. When it 
occurs in cerebellar abscess, it is at first to the 
side of the lesion, but upon destruction of the 
vestibular apparatus, changes to the healthy 
side. 

Decrease in vision may be accounted for by 
inflammatory involvement of the optic nerve, 
choroid, retina and cornea; or by direct or in- 
direct pressure upon the optic nerve either by 
the increased intracranial pressure or by press- 
ure from the intracranial lesions. The accom- 
modation may be affected by third nerve in- 
volvement. 

Visual aphasia may be caused by an abscess 
in the temporosphenoidal lobe which may dam- 
age the posterior part of the second and third 
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temporal convolutions. If this occurs in a right 
handed person, the location of the abscess will 
be on the left side, and vice versa, if in a left 
handed person. There may also be a nerve 
deafness of the ear on the unaffected side. 

Visual field defects, if present, may be of 
prime localizing importance. Homonymous 
hemianopsia with crossed motor, sensory, and 
auditory losses may be caused by a lesion of the 
internal capsule due to a temporosphenoidal 
abscess. Inflammation of the optic nerve may 
result in an optic neuritis, which is character- 
ized by peripheral contraction of the visual 
fields, color and transitory relative scotomata. 
Blind spot enlargement may be an early find- 
ing. 

The various intracranial complications of ear 
diseases which may affect the eye next merit 
consideration. 


Brain abscess is of the utmost importance on 
account of the few and indefinite symptoms 
usually associated with it.. It is of serious con- 
sequence and recovery is rare. It is usually 
due to direct extension from bone infection, or 
may be metastatic from a focus of infection 
elsewhere in the body. The eye symptoms most 
usually resulting are due to affections of the 
nerves innervating the extra-ocular muscles, or 
of the sympathetic fibers. There may be 1, 
ptosis, either due to sympathetic or third nerve 
involvement; 2, conjugate deviation ; 3, kerati- 
tis from fifth nerve involvement; 4, third nerve 
paralysis with its resultant diploplia; 5, pupil- 
sympathetic irritaticn. 
Fundus examination may reveal papilledema 
from increased intracranial pressure; or optic 
neuritis with edema of the nerve head from 
optic nerve inflammation. 


Optic nerve involvement as evidenced by 
papilledema and optic neuritis may be the earli- 
est finding. A unilateral optic neuritis may be 
indicative of an intracranial lesion on that side 
of the head. Subtentorial abscesses result in 
more marked disk choking than abscesses in the 
cerebrum. A frontal lobe abscess usually does 
not result in papilledema, as there may be no 
obstruction to the cerebrospinal fluid system. 

Frontal lobe abscess does not, as a rule, result 
in visual field changes. Complete or incomplete 
homonymous hemianopsia accompanied by 
choked disk occurs quite often in temporal and 
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occipital lobe involvement. Transient hemian- 
opsia may occasionally be found. 

The types of brain abscesses that may be 
found include: 1. cerebellar abscess, the symp- 
toms of which include (a) papilledema; (b) 
vertigo associated with nystagmus; (c) word 
aphasia. 2. Front lobe abscess in which ocular 
findings are rare. 3. Occipital lobe abscess 
which is rarely of otitic origin and may best 
be diagnosed by ventriculography. 4. Multiple 
abscesses. 

Meningitis although rarely occurring in cases 
of suppurative otitis media results in an ex- 
ceptionally high mortality. It consists of two 
types: 1. the septic type (suppurative men- 
ingitis), in which the spinal fluid contains 
micro-organisms and 2. the aseptic type (serous 
meningitis), with no micro-organisms in the 
spinal fluid. Papilledema may be an outstand- 
ing finding. The eye findings may consist of 
the presence of Gradenigo’s syndrome, exoph- 
thalmos, fourth nerve paralysis, nystagmus and 
irregular visual field contractions. 

Intracranial venous sinus involvement often 
results in eye disturbances on account of the 
frequency of lateral sinus thrombosis. Papille- 


dema, optic neuritis and nystagmus are fre- 
quently found. There may be retinal hemor- 
rhages, orbital inflammation and retinal vessel 
obstruction caused by septic thrombi. The 
oculomotor nerves may be involved. 
MOTOR, SENSORY AND SYMPATHETIC NERVE 
INVOLVEMENT OF THE EYE 


A. Optie Nerve. Papilledema or choked 
disk is primarily a non-inflammatory swelling 
of the optic nerve head. The swelling may 
reach 3-6 diopters of elevation. Papilledema 
may develop first on the side of the brain ab- 
scess. It must be differentiated from papillitis 
and pseudo-papillitis. The blind spot is usu- 
ally not as greatly enlarged in papilledema as 
in papillitis, because it is due to a mechanical 
condition and not an inflammation which re- 
duces the nerve function. In pseudo-neuritis 
the blind spot is small. The diastolic pressure 
of the vessels in the eye is greater than the 
diastolic pressure in the brachial artery. This 
ean be measured by Baillart’s new pressure 
gauge. 

The presence of papilledema requires a dif- 
ferential diagnosis which includes: 

(a) Brain tumors. These include pituitary 
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disorders in which optic nerve atrophy is more 
frequent, cerebellar tumors in which papille- 
dema is an early symptom, and temporal lobe 
tumors where choked disk is also frequently 
found. 

(b) Brain abscess in which papilledema is 
frequently seen, especially in temporosphenoid- 
al abscesses. It is usually more marked on the 
side of the abscess. 

(ec) Tumor equivalents. This _ includes 
chronic cisternal arachnoiditis, oxycephaly and 
pachy-meningitis hemorrhagica interna. 

(d) Sinusitis in which papilledema is rare, 
although enlarged blind spots are frequently 
found in optic nerve involvement from diseased 
ethmoids and sphenoids. 

(e) Arteriosclerosis resulting in a neuro- 
retinitis which may closely simulate a papille- 
dema. 

(f) Epidemic encephalitis in which papil- 
ledema is rare and ocular nerve paralysis is 
more common. 

(g) Meningitis. In acute tuberculous men- 
ingitis and cerebrospinal meningitis papille- 
dema ‘is rare, optic neuritis being found more 
frequently. 

(h) Nephritis—rarely present. 

(i) Syphilis—present in about one out of 
seven cases. 

(j) Cranial trauma where retinal hemor- 
rhages may be frequently found while papille- 
dema is rare. 

B. Third Nerve. This is rarely involved in 
otitie intracranial complications because it is 
not in intimate contact with the cavernous 
sinus or the petrous tip. It innervates the leva- 
tor of the upper eyelid, all the extra-ocular 
muscles except the superior oblique and ex- 
ternal rectus. Its involvement may result in 
partial ophthalmoplegia externa with ptosis. 
There may also be an ophthalmoplegia interna 
with loss of accommodation and iris dilatation. 

C. Fourth Nerve. It is rarely involved due 
to the protected course it follows. 

D. Fifth Nerve. Middle fossa infection 
affects the Gasserian ganglion which lies anteri- 
or to the tentorium and in contact with the 
cavernous sinus, and results in pain being pres- 
ent. There may be lacrimation, photophobia 
and corneal tactile changes. 

E. Sixth Nerve. This nerve is most com- 
monly involved in disturbances of the eye ac- 
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companying ear diseases, due to its long ex- 
posed course over the petrous tip. It may be 
pressed upon by any condition causing down- 
ward pressure of the brain, resulting in palsy 
of the external rectus muscle. There frequent- 
ly results Gradenigo’s syndrome which is char- 
terized by: 1. acute suppurative otitis media; 
9, severe temporoparietal pains; 3. paresis or 
paralysis of the abducens of the same side. The 
prognosis is favorable. The paralysis occurs 
suddenly and is usually on the same side as the 
lesion. 

F. Seventh Nerve. This is also a motor 
nerve and lies exposed similarly to the sixth. 
Any pressure resulting from inflammation or 
trauma of the bony tissue forming the canal of 
the seventh nerve, will cause paralysis of this 
nerve, resulting in lagophthalmos and lateral 
paralysis of the soft palate. 

G. The sympathetic nervous system. In its 
relation to ocular disturbances of otitic origin, 
the eye and ear are closely related through the 
sympathetic nervous system. 

H. Nystagmus. A lesion of the right cere- 
bral hemisphere may be suspected if the quick 
component of nystagmus to the left is absent, 
or if there is conjugate deviation of the eyes to 
the right upon labyrinthine stimulation. Nys- 
tagmus is frequently present in cerebellar 
abscesses, and according to Neumann the quick 
component is directed towards the diseased side. 
It is usually horizontal or rotatory, occasionally 
acombination of both. Neumann differentiates 
a cerebellar from a labyrinthian nystagmus as 
follows: When the nystagmus is towards the 
diseased side, the diagnosis of a cerebellar ab- 
seess from this sympton alone cannot be made, 
if the labyrinth still responds to external irrita- 
tion (calorie, galvanic or pressure). If there 
is a rotatory nystagmus towards the diseased 
side and the labyrinth does not respond to irri- 
tation or has been destroyed by previous opera- 
tion, it is probably due to a cerebellar abscess. 
The exact determination cannot be made before 
a labyrinthian operation is performed. 

58 E. Washington St. 
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DISCUSSION 

Dr. Samuel J. Meyer, Chicago (closing) : The reason 
I took up this subject was because working in a large 
general hospital we are called upon frequently by the 
other departments to help in the diagnosis, particularly 
in children where it is sometimes hard to know the 
exact condition. 


ALCOHOL AND ITS USES IN MEDICINE* 
CLARENCE FiscHer, M.D. 
PEORIA, ILL. ; 

To discuss or even abstract a subject of such 
a menacing giant as ethyl alcohol (C,H,O) in a 
period of fifteen minutes is, indeed, a hazardous 
undertaking. In times as these when alcohol 
as a beverage is being brought back to a thirsty 
public we must not cast aside its extreme value 
in therapeusis and with its whisky derivative, 
stands out prominently and demonstrates it- 
self to be the most important preparation in 
the United States Pharmacopoeia. 

Not only is it administered to the indigent 
sick, but it has been stated authoritatively and 
universally admitted that grain alcohol with its 
various preparations is unlimitedly useful, for 
without it the chemical laboratories throughout 
the world could not exist, nor scientists delve 
into researches of various kinds without alcohol. 
In limited quantities, therefore alcohol is un- 
deniably beneficial to human economy, and al- 
cohol with its various preparations is indis- 
pensable at this stage of human development 
and chemical evolution. 

It is freely admitted that the therapeutic 
value of alcohol has been a matter of much 
dispute and the point of view has often been 
influenced by a prejudice and a lack of objec- 
tivity in the consideration of the question. It 
is true that alcohol may be described as a poi- 
son; poison, however, is a quantitative concep- 
tion; a few milligrammes of an alkaloid will 
poison a person, but so also will about sixty 
grammes of common salt, which is perfectly 
harmless in small doses. 

It is true that alcohol even in small doses 
may have an unfavorable effect on the central 
nervous system, such as the removal of inhibi- 
tions which it produces seems to result in a 
quickened capacity of reaction with the de- 
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crease of self-criticism and power of judgment 
coupled with the retardation of the deep re- 
flexes. The respiratory and vasomotor centres, 
on the other hand, are stimulated by small 
doses of alcohol. Increase of the blood-pressure 
with acceleration of the pulse-rate has been 
demonstrated with certainty. This is attribut- 
able to the fact that under the influence of small 
doses of alcohol the blood flows from the in- 
testinal vessels to the skin, the musculature and 
the brain; persons in a state of collapse or in a 
faint can, therefore, easily be restored by small 
doses of concentrated alcohol, although, of 
course, analepties, the effect of which is to stim- 
ulate the heart and respiration, are naturally 
superior to aleohol and should generally be 
used by preference. Alcohol has a paralyzing 
effect on the heat-regulating centres; the tem- 
perature falls, a process which is contributed 
to by the dilatation of the cutaneous vessels. In 
certain cireumstanees it is thus possible to bring 
down the temperature and at the same time 
benefit the patient by the well-known euphoric 
effect of alcohol. In feverish illnesses it is also 
a valuable means of nourishment, for it enters 
normally into our metabolism. Even in the 
morning when the body is in a eondition of 
fasting, small quantities of aleohol are present 
in the blood and they are inereased by food 
with a high carbohydrate content. For patients 
who run high temperatures, the fact that al- 
cohol is easily combustible independently of the 
secretory and motor function of the stomach is 
a great advantage. Even in this case, however, 
it can only be turned to account to a limited 
degree; the human-organism can burn up, at 
the most, 10 ¢.c. aleohol in an hour; a further 
inerease of the dose does not produce any in- 
erease of the combustion. In suitable cases, 
therefore, it is as well to try to supply the pa- 
tient with additional calories by giving smail 
and frequent doses of aleohol. Since 1 gm. al- 
cohol represents 7.2 calories (1 gm. fat—19.4 
calories, 1 gm. protein or carbohydrate—about 
4 calories), a person in bed may satisfy one 
quarter to one sixth of his daily requirement 
with 50 gm. aleohol which would be represented 
by about 14 litre of wine. It is also important 
to remember that alcohol stimulates the appetite 
as well as the secretory activity of the stomach 
and intestines, owing to which any other food 
taken by the patient is better assimilated. We 
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also utilize this property of easy combustibility 
combined with a high calorie value in treating 
diabetics, particularly as alcohol has an anti- 
ketogenous effect. In the past, alcohol was in- 
dispensable in grave cases of diabetes. Since 
the introduction of insulin, it is true, it is no 
longer of such great importance, but even to- 
day, physicians experienced in the treatment of 
diabetes permit alcohol in moderate quantities 
unless there are other contraindications. 

A short while ago I had the opportunity to 
observe the beneficial effects of aleohol in sey- 
eral severe cases of pneumonia. The delirium 
experienced by them towards the crisis was 
most distressing and an exhaustive state was 
impending. Sedatives of the usual type were 
valueless and morphine produced a decided de- 
pressing effect on the respiratory centres. At 
this time beneficial results were obtained by the 
giving of moderately large doses of alcohol. 

In the infectious diseases when the first sound 
of the heart becomes feeble, aleohol has given 
results that have not been obtainable from any 
other therapeutic agent. In earbolic acid poi- 
soning it is the most efficient antidote that we 
possess ; it prevents the absorption and also di- 
lutes the acid by its astringent and dehydrating 
action upon the tissues. 

Alcohol is clearly indicated in poisoning by 
the cardiac depressants and is one of our most 
reliable agents in threatened heart failure. It 
is invaluable in poisoning by the cardiac depres- 
sants and snake venom, and in the elderly who 
are convalescing from acute infectious illnesses. 
I am firmly convinced that the proper use of 
aleohol under these circumstances shortens the 
convalescence and improves their appetite and 
sense of well-being. Depriving patients of al- 
cohol when it is indicated would be just as bad 
practice as to deprive them of a night’s rest. I 
contend that aleohol is indicated under certain 
conditions, and under these conditions which I 
have enumerated I have not found any agent 
that I could substitute with any degree of sat- 
isfaction. 

Dixon, a British Pharmacologist states: 
‘‘When aleohol is taken in strict moderation, 
injurious effects are yet to be proven.’’ Lucke 
of the Pathology Department of the University 
of Pennsylvania, points out that cirrhosis of the 
liver is not the result of ethelyzation directly 
as is viewed by so many authorities, he main- 
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taining this pathology being found in wild 
animals. 

In reply to rather extreme and probably pur- 
itanical viewpoints that consider alcohol of 
yalue only in the preparation and preservation 
of specimens, I would say that such men ignore 
the recent volumes that have appeared in the 
literature on the alcoholic injections for relief 
of pain in angina pectoris, trigeminal neuralgia, 
injection of the internal laryngeal nerve in 
painful tuberculous laryngitis, or recently in 
controlling pain in gangrene of the extremities, 
or the periarterial injection for trophic ulcers; 
to say nothing of the seasoned conclusion of 
nine out of every ten practitioners who have 
had much experience in treating dysmenorrhea 
that here aleohol is an almost ideal remedy. 
When we consider the great prevalence of this 
painful condition, and the likelihood that any 
spell of severe pain recurring monthly will lead 
to the formation of the morphine habit unless 
satisfactorily relieved otherwise, it does not go 
too far to say that this usefulness alone makes 
it imperative that aleohol be made available for 
the filling of the prescription of any reputable 
doctor—not a spoonful every three hours, but 
in whatever dosage and at whatever interval 
the doctor may see fit to order it. 

The narcotic effect of aleohol manifests itself 
through its action on the central nervous sys- 
tem. The results of acute intoxication are too 
well known to need extensive discussion here. 
The use of aleohol in excess over long periods 
may give rise to effects in the central nervous 
system which are more permanent. Delirium 
tremens, or, notably in America since prohibi- 
tion, forms of toxic psychosis, and polyneuritis 
psychosis (Korsakoff’s syndrome) tend to fol- 
low. There are no gray tints in the picture of 
the abuse of alcohol; it cannot be painted too 
black. 

The harmful effects of alcohol in producing 
or affecting specific disease conditions, other 
than those related to the central nervous sys- 
tem, require more extended notice. That chronic 
alcoholism adds to the death-rate following 
minor traumatisms and in pneumonia is well- 
known. Authorities are coming to believe that 
so-called alcoholic neuritis is similarly due to 
a lack of vitamin B. in the diet. 

That cirrhosis of the liver, in a high percent- 
age of the cases, arises in alcoholics there can 


CLARENCE FISCHER 383 


be no question. Dr. Frank B. Mallory’s ex- 
haustive studies of the subject indicate that in 
approximately 72% of the cases of cirrhosis a 
history of alcoholic habits is obtained. Yet he 
has been trying for over 20 years to produce 
the alcoholic type of cirrhosis in a large variety 
of experimental animals, without success: The 
indications are that cirrhosis of the alcoholic 
type is due to an association of factors, of which 
alcohol is one. There are suggestions that it 
may serve only as a solvent of the active agent. 

Hultgren, from a study of 460 cases of alco- 
holism over a period of years, concluded that 
alcohol taken daily, as it is by chronic inebri- 
ates, is not an irritant to the kidneys, but serves 
as a diuretic; that when nephritis occurs in the 
chronic alcoholic, it is probably due to some 
concomitant toxic agent, and not to alcohol; 
that the tissues which eliminate alcohol (the 
lungs and kidneys) are least affected by it; 
that the comparative integrity of the kidneys 
of alcoholics may be due to the small component 
of lipoids in the renal cells, which are not acted 
upon by the narcotic molecule. 

The legend that alcohol was responsible for 
the production of arteriosclerosis has come 
down to us from an early period. The con- 
fusion of syphilitic arterial disease with arte- 
riosclerosis, and the frequent relation of alco- 
holism and syphilis may have been a factor 
leading to this belief. At any rate, despite the 
scepticism of many authorities, the teaching 
has been essentially constant that alcohol was 
a cause of arteriosclerosis. 

Wells, from postmortem material, which in- 
cluded many alcoholics, stated that his experi- 
ence had been in harmony with that of recent 
German writers on the subject that the blood 
vessels of alcoholics show no earlier sclerosis 
than those of other persons, and are often in 
surprisingly good condition in proportion to 
the age of the subject. 

Alcohol has been used in medicine as a food 
and as a drug. These uses are so mingled in 
much of the alcohol therapy that it becomes 
difficult to separate them. There are, however, 
some distinctive conditions in which one or the 
other use stands out. 

From the food standpoint alcohol has the 
advantages that it is, perhaps, the most readily 
oxidizable food substance we know. Sugar is 
its only rival. It is an efficient producer of en- 
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ergy, which can save fats and proteids. It may 
supply up to 30 or 40% of the calorie require- 
ments of the body. It is not convertible into 
glucose or fatty acids, and is, therefore neither 
ketogenie nor anti-ketogenic. 

In the symposium on alcohol before the Medi- 
eal Association of the Greater City of New 
York, in 1927, there was general agreement with 
the remarks of Dr. Harlow Brooks on the ‘‘ The 
Use of Aleohol in the Circulatory Defects of 
Old Age.’’ He thought that Hoborden had first 
called attention to the efficiency of the alco- 
holies in angina pectoris. Their manner of ac- 
tion might be in doubt, but at least almost any 
ease of angina pectoris reports lessened fre- 
quency and lessened severity of the attacks, 
due, perhaps, to their unquestioned euphoristic 
action. It is in this disease in particular that 
this action is desirable, for I know of no other 
condition in which depression, apprehension 
and anxiety of the quiet periods almost equal 
the acute agony of the actual paroxysms. He 
recommends that the drug be taken in the form 
of brandy, whiskey or the heavy wines, not 
taken at a gulp, but sipped with the meals, if 
the full-flavored effect is to be obtained. In 
some cases the use of the drug may serve to 
mitigate, interrupt or abort the actual parox- 
ysm of the disease. He recommends alcohol in 
some cases of hypertension of anxiety, of stress- 
ful life, and in general in such eases as have, 
as prominent symptoms, disturbances of emo- 
tional and mental character. In this condition 
the wines act better than the more concentrated 
liquors, and should be taken with meals or at 
bedtime. 

In the heart of old age, especially when ac- 
companied by tachycardia, the discreet use of 
aleohol is valuable, notably to lessen nervous 
excitability. Aleohol probably has no curative 
effect upon the disease, but it serves to make 
life more livable in a disease condition in which 
cure is not to be expected, and in which the 
natural tendency is downward. 

Considering pathology, according to Kauf- 
man, alcohol certainly plays an important pre- 
disposing role in the causation of so-called 
glandular atrophy of the liver. Inasmuch as the 
special poisonous action of alcohol is primarily 
upon the higher nervous centres the morbid 
changes of the nervous system in alcoholism are 
oi special interest ; distinguishing, however, be- 
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tween those pathological lesions of the brain, 
such as chronic pachymeningitis, edema of the 
brain and meninges, atheromatous arteries and 
the like which are common in echronie aleohol- 
ism, but which are not responsible for the de- 
structive cerebral symptoms of alcoholic 
intoxication. One of the most interesting out- 
comes of recent investigations has been to corre- 
late the various distinctive alcoholic disease of 
the brain, spinal cord and peripheral nerves on 
the basis of the neurone doctrine, the underly- 
ing condition being a toxemia induced by aleo- 
holie excess and manifested now in one part of 
the neurone system and again in another, as 
shown in a peripheral neuritis, delirium tre- 
mens or a Korsakow’s psychosis. 

It has been, indeed, particularly unfortunate 
that a law should have been passed preventing 
the use of alcohol, since whiskey is a useful 
medicinal commodity and has been endorsed as 
a food by the Council of Pharmacy and Chem- 
istry and The A. M. A., and also listed in Use- 
ful Drugs. I sincerely hope, that the near 
future will continue to bring about changes 
which will no longer limit the physici#an’s skill 
in combating diseases by prohibiting the use of 
an agent which has stood the test of time, al- 
leviating suffering, and prolonging life. 
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Of 104 cases, 92 were diagnosed acute catarrhal, 8 
were diagnosed gangrenous, 1 was diagnosed acute sup- 
puratives, 1 was diagnosed acute appendicitis, and 
pyosalpingitis, 1 was diagnosed acute appendicitis and 
lung abscess, 1 was diagnosed acute appendicitis and 
pelvic abscess, 

No cysts or tumors were diagnosed. 

Of the 104 cases reviewed 101 were operated on and 
three were not. Of 101 cases operated on for acute 
appendicitis the post operative diagnosis were: 

Acute appendicitis 
Acute suppurative 
Ruptured appendix 
Appendicial ab 

Acute appendicitis and salpingitis 
Gangrenous appendix 
Acute appendicitis and cystic ovary 
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Acute appendicitis and fibroid uterus. 
Acute appendicitis and pyosalpingitis 
Cystic ovary 
Subacute appendicitis 
Chronic appendicitis 
Acute appendicitis and dermoid cyst of ovary 
Acute appendicitis, salpingitis, cystic ovary 
Ectopic pregnancy 
Pathological report given on 86 specimens 
Laboratory : 


Acute appendicitis 
Acute suppuration 


Acute gangrenous 
Ruptured appendix 
Cystic ovary and subacute appendix 
Subacute appendix 
Dermoid cyst and acute appendix 

Salpingitis, systic ovary and acute appendix 
Ectopic pregnancy 
Chronic appendix 

Of 86 tissues submitted the pathological report dis- 
agreed in three cases: chronic appendicitis, ectopic 
pregnancy, cystic ovary, chronic appendicitis, pain, 
nausea and vomiting with physical findings of tender- 
ness, local rigidity and adhesions about the cecum. 
T. 98.6, P. 104, R. 24, Leukocyte 17,500 trace of 
albumen. While this is not a typical case of acute ap- 
pendicitis, in view of the clinical symptoms, it probably 
warranted operation. 

The ectopic pregnancy could be excused. 

In the case of the cystic ovary the following findings 
made it somewhat difficult to keep from doing an ex- 
ploratory : 

Pain, nausea, no vomiting. Tenderness, no rigidity. 
History of previous attacks. T. normal, P. 84, R. 22, 
Leukocyte count 11,300, urine negative. 

The following are the three cases not operated and 
coming into the hospital with preoperative diagnosis of 
acute catarrhal appendicitis : 

No. 1. Female, 30 yrs. old, sick three days before 
admission. Pain, nausea, no vomiting, no chills, diar- 
thea, laxative. Ice bag. No previous attacks. Physical 
findings showed local tenderness, no rigidity. T. 99.2 
P. 94, R. 22, Leukocytosis. W.B.C. 25,000. Urine 
negative. No consultation. No other pathology or 
complications. Three days in hospital. Recovered. 

No. 2. Female, no age given. No previous attack. 
No ice bag or hot-water-bag. No laxative. Constipation 
Pt. complained of pain, nausea and vomiting. Physical 
findings revealed local tenderness and rigidity, T. 99.2, 
P. 90, R. 22, no leukocytosis. W.B.C. 9,250. Urine 
negative. No complications. One day in hospital. Pt. 
lived, 

No. 3. Male, no age given. No previous attack. 
Laxative. Ice bag to abdomen. Complained of pain. 
No nausea, no vomiting. Constipation. Physical find- 
ings revealed local tenderness, rigidity, T. 98.6, P. 58, 
R. 18, Leukocytosis, W.B.C. 11,150; Urine negative. 
Sick two days; one day in hospital. Lived. 

Of 104 cases reviewed, two of three non-operatives 
used ice bag and recovered. 

Of 101 operative cases five used ice bags. 

In these five the postoperative findings were: 

1, Acute appendicitis (12 days in hospital) ° 
2. Ruptured appendix (Peritonitis) (26 days in hospital) 
3. Gangernous appendix (22 days in hospital) 
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4. Acute catarrhal appendix (10 days in hospital) 
5. Acute appendicitis (18 days in hospital) 


The shortest time in the hospital was ten days; the 
longest time was twenty-six days; average time being 
17 3/5 days. 

Of 104 cases reviewed two cases used hot-water bags. 
Both were operated. Preoperative diagnosis in both 
cases was Appendicitis. 

Postoperative diagnosis: Appendicial Abscess, 

1. Female, 53 years old, complained of pain, nausea 
and vomiting. Physical findings: Local tenderness, 
rigidity, constipation. T. 102, P. 122, R. 26 W.B.C. 
10,500, trace of albumin in urine. No laxative. No 
chills. Pt. was sick seven days’ before operation, and 
was in the hospital six days before operation. No 
consultation. Case drained. Pt. died after 24 days in 
hospital. Cause of death: General Peritonitis, 

No. 2. Female, no age given. No previous attacks. 
Was sick two days before entering hospital, Pt. com- 
plained of pain, nausea, vomiting. Physical findings: 
Local tenderness, rigidity. No constipation nor diarrhea. 
T. 98. 4, P. 104, R. 24. W.B.C. 13,200, trace of albumin 
in urine. Operated 1 1/2 hours after entering hospital. 
Postoperative diagnosis: Acute Appendicitis and Der- 
moid Cyst. 14 days in hospital with recovery. 

Mortality 50%. No postmortems. 

Of three cases not operated on none died. 

Of 101 cases operated on five died. In the five deaths 
there was a report of a hot-water bag used in one case. 

Of five deaths: 

No. 1. Male, 34 years of age (42723) Sick three 
days before entering hospital. No previous attacks. 
Pain, nausea, vomiting. Constipation, no chills, Physical 
findings: Local tenderness, rigidity. T. 101.4, P. 124, R. 
24, W.B.C. 15,400. Urine negative. No Wassermann 
Consultation. Operated two hours after admis- 
sion. Preoperative diagnosis: Acute Appendicitis. 
Postoperative diagnosis: Acute gangrenous Ap- 
pendicitis. Pathological diagnosis: Gangrenous ap- 
pendicitis. Complication: Pelvic peritonitis, urinary. 
retention. Operation: Drainage, Pt. died on fifth day. 
No postmortem, Cause of death: Acute Gangrenous 
Appendicitis and Peritonitis (Death certificate). 

No. 2. Female, 53 years old. (42272) Sick one day 
before admission. Hot-water bag used. No previous 
attacks. No laxative. Complaint on admission: Pain, 
vomiting, constipation. No chills, Physical findings: 
Local tenderness, rigidity. T. 102, P. 122, R. 26, W.B.C. 
10,500. Trace of albumin. Sick seven days before 
operation. No consultation. Died after 24 days in 
hospital, 18 days following operation. Preoperative 
diagnosis: Acute Appendicitis. Postoperative diagnosis : 
Appendicial abscess with general peritonitis. No tissue 
submitted to the laboratory. Cause of death: Per- 
forated gangrenous appendicitis, appendicial abscess 
and general peritonitis (Death certificate). No post- 
mortem. No consultation. Died after 24 days in 
hospital, 18 days following operation. Preoperative 
diagnosis: Acute appendicitis. Postoperative diagno- 
sis: Appendicial abscess, with general peritonitis. No 
tissue submitted to the laboratory. Cause of death: 
Perforated gangrenous appendicitis, appendicial abcess 
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and general peritonitis (Death certificate). No post- Associated pathology : 
mortem. Hour glass constriction of appendix.....0.0.0.000..0...... 2 
Case No. 3. Female, 214 years old. (40939) Cocal, SqbesiOns <0. 6:..-:..5--2i0.-25,. Sete eee Se & 
No laxative. Previous attack one month ago. Pain, ee “ _ hare : 
8 ° ° ° . vic abscess and salpingitis.................................. 2 
nausea, vomiting, no constipation, no diarrhea. Physical bts exile encs................................... $ 


findings: Local tenderness, rigidity. T. 101.2, P. 104, R. 
32, W.B.C. 17,500. Urine negative. No Wassermann 
done. No coagulation. Sick three days before opera- 
tion. In hospital 4 hrs. before operation. Case operated 
and drained. Appendix not removed, but abdomen 
drained. Preoperative diagnosis: Ruptured appendix. 
No tissue submitted to laboratory. Died three days 
after operation. Postmortem. Cause of death: Peri- 
tonitis. 

Case No. 4. Female, 62 years old. (40787) No 
previous attacks. Previous hysterectomy. No laxative. 
Sick two weeks before admission. Complained of pain. 
Physical findings reveal: no local tenderness, no ri- 
gidity, no constipation. T. 99.6, P. 98, R. 22, W.B.C. 
11,400, urine negative. In hospital 18 hours before 
operation. Appendix removed, abdomen drained. Pre- 
operative diagnosis: Ruptured appendix. Postoperative 
diagnosis: The same. Pathological diagnosis: the same, 
with appendicial abscess. Died on 7th day. No con- 
sultation. No postmortem. Cause of death: Ap- 
pendicial abscess with peritonitis (Death certificate). 

Case No. 5. Female, 60 years old. (41383) No 
history given at all. No physical findings. No history 
of length of illness. No consultation. Laboratory find- 
ings: W.B.C. 20,700, urine negative. In hospital one 
hour before operation. Appendix removed, abdomen 
drained. Preoperative diagnosis: Acute gangrenous 
appendicitis. Postoperative diagnosis: Gangrenous ap- 
pendicitis with a complication of myocarditis. 

Pathological report: Gangrenous appendicitis. Pt. 
died after fifth day. Postmortem done. Cause of 
death: Pulmonary embolism of right upper lobe. 

In 104 cases there were five deaths or 4.87%. 

Of the five deaths, postmortems were done on two 
cases or a percentage of 40%. Causes of death: 

1. Peritonitis. 2. Pulmonary embolism. 

Of the three non-operated cases the days in the hos- 
pital were: 1 case, 1 day; 1 case, 3 days; 1 case, 6 days. 

Average number of days sick 3% days. 

In 101 operated cases, the hours in hospital before 
operation varied from one-half to six days. Average 
ten hours. 

Of 96 operated cases with recovery from operation 
the days in hospital varied from 8 days to 57 days with 
average of 14.4 days. 

Of 101 operative cases, complications were as fol- 
lows: 

Pulmonary T. Bo. ....-...-<.-cscecsrsoscseesecssssotorerensssoceescese 
Mitral insufficiency ...... eres pietasen ceca 
Conjunctivitis  ..............s.cc-cosssesrsssssnscnsensesessecneenesansnees 
NN ea a a One A eT Ee ve 
Fracture of zygoma eee 
PROTYAIBIEIS ..22n2...coecnscnsncenccrscosecesevscosonscersossesrosessnessoce ‘ 
PreQRANCY — ....-.....0.0002050- cdlceae 


Urinary retention ..............-....- 
Purulent bronchitis . 








Warhanetbtan OF right Beg. ..os.:cccciccsicciessesescovesncrecccoevece 
Transfusion ; 
Myocarditis 





~ 


MINIT HUMINT Cok css scence cacao tee ee 
Local peritonitis idee 
Thrombosed mesentery of appendix........0.0.0.0.0....... 
Appendicial abscess 
Pelvic: POCMenitis. cn... .....50-....- 
General peritonitis ........ 
Bowel adhesions .............. ‘ 
Previous hysterectomy ....... Sceexscnehra tee 
I ise occecdineses ts 
Right salpingitis ..........0000........ 
WNANIN cocci essen ssa eescveacs seb iecaa danni Ges ae 
Chronic bilateral salpingitis ................0.00000000000000... 
Might. subacute: SSINiNGilis.......<...-<esiiciccceckeckcecesncc 2 
Retrocecal appendicitis .... eer ee ee a oe 
Multiple fibroids, cystic ovary and bilateral 
salpingitis ae <cuds 2 
Adhesions of right tube and ovary.....2...00.000..cc0-00- 2 
Bilateral salpingitis ... 1 


Of the 104 cases diagnosed Acute Appendicitis the 
following symptoms were noted in frequency: 
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Pain 

Nausea 

TOME Soscdessesscncens 

Local tenderness ........................ 

Rigidity aerate 

Temperature (above normal) ...................-cccccesseeoes 82 
Pulse (above 90) 70 
Re I BIER oo cca cescispccccaecnves cueseesets 14 
Leukocytosis (above 10,000 or more)................ 83 
ee ce ts Ge te een ee ten DRE Pee ee 58 
MRE oss cee picrcacecs ios cast sab exis. see 4 
RSRIIPNE NMI NIN Sis icc dasvoasdusriseiss tags tenatase Ree eg 31 
EEOC econ ee cee 29 
Diarrhea 6 
No record of white count in cases...................00000-. 6 
ESMCE OE MUMNNIN AN HEE G cans scccscesesctscescdcctcsscecss 2S 
Pus in urine 1 
Pus, albumin and sugar in urine......0000.0000000..... 1 


Of 101 cases operated on'54 were drained. 

Of 104 cases diagnosed acute appendicitis, nine had 
laxatives before admission, and seven were drained 
because of perforation. 

Of 101 operative cases there were eighteen perfora- 
tions. 

In 104 cases 53 were males and 51 females. 

In 82 cases where age was recorded the age varied 
from 2% years to 62 years; the average age being 26.5 
years. T. ranged from 98.6 to 105.4; average 102.2. P. 
ranged from 58-130; average 105. R. ranged from 16 
to 36; average 22.7. 

Total number of cases having previous attacks were 
29. Of these 29 cases: 25 had one previous attack, | 
had four previous attacks, 2 had two previous attacks, 
| had three previous attacks. 

Of 104 cases there were 14 cases of pediatrics (under 
12 years). Of 54 cases drained, 2 smears were made. 
Both showed colon bacilli infection. 

Coagulation tests were done in 14 cases, ranging from 
2% to 6 minutes. Average coagulation 4.07 minutes. 

Consultations were held on 9 cases; average 8.65%. 

In one case where transfusion was done the type 
was four. 
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SUMMARY 


1. In the majority of cases the preoperative diagnosis 
was correct and operation was indicated. 


2. Pathological report of operative findings warranted 
operative interference. 


3. In the five operative cases using ice bags, the 
average time in the hospital was 1734 days. The 
average number of days in the hospital of those in 
which no ice bags were used were 14.4 days. 


4. Of 2 cases using hot-water bags both developed 
appendicial abscesses: Both were operated on. One 
died after 24 days in hospital. The other recovered 
after 14 days in hospital. 


5. Complications are not necessarily a contraindica- 
tion to doing surgery if necessary. 


6. Classical symptoms of pain, nausea, local tender- 
ness, rigidity and temperature with leukocytosis in this 
series stand out quite definite in the diagnosis of Acute 
Appendicitis. 


MORTALITY BY OTHER MEN 
Warbasse, James Peter. Mortality in several hundred 
consecutive cases of all kinds 2-7%. If operated on 
sooner mortality would be less. 


Da Costa, John Chalmers, quotes in 100 consecutive 
cases of grave Acute Appendicitis operated on by Kern, 
Hearn and DaCosta in Jefferson Hospital 8 deaths, 


Richardson, Maurice reports death rate of 18% of 
gross acute appendicitis in’ 750 cases. 


Deaver, John B., quotes 17.8% deaths in 144 cases in 
Lankenaw Hospital. 


In the Mayo Clinic in May, 1912, there were 2 
deaths in the 347 cases of acute and suppurative ap- 
pendicitis operated on. 


Deaver, from September 1, 1902 to September 1, 
1903, cites 566 cases with a mortality of 5%. 
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THE PREVENTION OF MALPRACTICE 
SUITS 
I. 8. TrostuEr, M. D., F.A.C.R., F.A.C. P. 
CHICAGO 


The prevention of medical malpractice suits 
is a subject of such great importance that some 
of our best men and minds have given the sub- 
ject much thought and study. But with all 
this, these suits continue to increase in number. 

I discussed this subject briefly in a paper 
published in 1932: but believing that it re- 
quires much more talking about among phy- 
sicians, and that the only way it can receive 
that, is for it to be called to the attention of 
the general run of the profession, I am present- 
ing it here and now, elaborated and enlarged, 
for consideration by my general practice con- 
freres. 

Statistical compilations show that malprac- 
tice suits against physicians, surgeons and med- 
ical groups and institutions are increasing to 
an alarming degree. 

There is no definite single reason for this 
really vicious condition. The causes of the in- 
crease are apparently such a twisted and dis- 
torted mass of contradictions that the medical 
profession is. not in a position to accept the 
reasons, or to modify them, under the present 
conditions. 

Unquestionably, there are numerous impor- 
tant causative factors, both within and outside 
of the profession, which are apparently acting 
as fuel to the flame, and it is because the victims 
of these malpractice suits are so frequently phy- 
sicians and surgeons of the highest type and 
character, that we feel impelled to suggest a 
method by which this iniquitous evil may be 
materially abated by action and activity within 
our own ranks. 

While it is true that the relative number of 
malpractice suits in which the final judgments 
are rendered against the physicians are few, as 
compared to the number of suits started, it is 
none-the-less a fact that even if the physicians 
against whom the suits are filed do finally win, 
the undesirable publicity, the worry, grief, ete., 
occasioned by the suits can never be adequately 
compensated for, by insurance or any financial 
protection. . 





1, How We May Reduce the Number of Malpractice Suits, 
Radiology, Vol. XVIII, No. 3, P. 628 (March, 1932). 
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Malpractice suits brought against physicians, 
surgeons, groups or clinics, in which two or 
more physicians have not played an exciting 
part are few and far between. Because of this, 
the most important preventative—or perhaps 
I better say prophylactic—remedy toward the 
abatement of these suits, is to institute some 
active method of procedure within our own 
ranks to curb and silence loose and malicious 
tongues from peddling uncalled for and en- 
tirely unnecessary innuendoes, or from throw- 
ing out suggestions or allegations of negli- 
gence, incompetence, ignorance or wrong treat- 
ment. This is particularly true when for any 
reason they succeed to or take over the treat- 
ment of patients or cases previously attended 
by other physicians. 

Exactly how many malpractice suits are act- 
ually incited by such unnecessary tongue wag- 
ging can of course be only guessed at, but un- 
questionably the number is very large. Any one 
with much contact or experience knows that too 
freely discussing the merits and demerits of his 
fellow practitioners, is bound to tend toward 
dissatisfaction, and this dissatisfaction, acting 
as a spark, is easily fanned into a flame and 
thus results in the conflagration—a malprac- 
tice suit. 

There is, and can be no question about the 
existence of this condition and that it reacts 
against the high as well as the low in the medi- 
cal profession. This is all the more deplorable 
when we realize that the statistics of malprac- 
tice cases show us that these suits are relatively 
few and seldom brought against osteopaths or 
chiropractors, because they have been instigated 
or incited by the too loose or blabbering tongues 
of their fellow cultists. 

The available data proves that while physi- 
cians will incite and actually stimulate the 
bringing of malpractice suits against other 
physicians, it is decidedly a rare event when we 
find a physician inciting or stimulating the 
bringing of a suit against an osteopath, chiro- 
practor or other cultist. 

It is indeed a sad, but none-the-less true, com- 
mentary upon the honor and charity of our 
profession, that physicians are able to find 
plenty of time and ample reason to imply in- 
competence, negligence or wrong treatment to 
those of their own kind, at the same time re- 
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fraining from similar action when treating or 
attending patients who have left cultists be- 
cause of dissatisfaction, failure to secure relief 
or any of the numerous reasons for so doing. 
And this in the face of the scientific fact that 
the cultists’ treatments unquestionably result in 
a far greater amount of damage than does reg- 
ular medical treatment. 


It is with the idea and purpose of advancing 
a remedy for this condition, which can and 
should be instituted, or at least seriously consid- 
ered by organized medicine that the writer is 
presenting this, and although it is aimed to be 
a prophylactic measure rather than a remedial 
measure primarily, there is no question that at 
times defensive litigation in the form of count- 
er suits for libel and slander, may be an effec- 
tive check to some of the wagging tongues. 


The figures definitely show that the great 
majority of judgments in malpractice suits are 
finally rendered in favor of the physician de- 
fendants, and if they were—and many of them 
certainly are—instigated by the lying and dis- 
paraging remarks of some other physician, why 
would it not be a good and entirely licit sug- 
gestion to advise every physician who has been 
thus unjustifiably maligned, disparaged and 
libeled to start a suit for slander and (or) libel? 


It is our belief that every unjustifiable mal- 
practice suit which is based on slanderous state- 
ments, should be met by the immediate filing of 
a suit for slander. The fact that most unjusti- 
fiable malpractice suits are lost by the plaintiffs, 
leads us to think that the testimony given at 
such trials may be of such a nature that it may 
be useful in the physician’s slander suit. 


Another observation, and probably a most 
important one in malpractice suit prevention, 
is the certain and undeniable fact that very 
few—practically none—of these suits can be suc- 
cessfully prosecuted without the use of expert 
medical testimony. The presence of this ele- 
ment gives to us an important and extremely 
effective means of combating the malpractice 
suit evil, if it would be used. 


We of course do not deny that any physician 
has the right to testify for whomsoever he 
pleases or elects; but when such testimony 
borders on, or is actual perjury, and is the re- 
sult or the product of collusion, we feel that we 
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have the right—and should assert such right— 
to take a hand. 

It is a common observation, that the appar- 
ent willingness and even eagerness of some 
members of the medical profession to testify 
against their fellow practitioners, has done 
much to create judicial impressions that are 
apparently reflected in some of the judicial 
opinions, that inasmuch as the state has grant- 
ed the physician the right to practice his pro- 
fession, it may demand expert testimony from 
them without adequate—expert’s—compensa- 
tion. 

It cannot be truthfully denied, and no sensi- 
ble person would attempt to deny, that honest 
differences of opinion may exist in many of the 
matters pertaining to medicine and surgery and 
that our legal rights to be permitted to give 
testimony for the purposes of aiding justice 
ought not under any circumstances or condi- 
tions to be abridged. Nevertheless, when due 
cognizance is taken of the fact that by far the 
greater number of malpractice cases against 
physicians and surgeons result in decisions in 
favor of the defendants, we cannot be far amis* 
in stating in no uncertain language, that even 
honest differences of opinion among the mem- 
bers of our profession are rarely sufficiently at 
variance to form legal grounds for damages or 
redress, 


We have heard good competent trial lawyers 
(for the plaintiff in malpractice cases), say 
that no physician’s or surgeon’s testimony aids 
any malpractice case unless it is of distinct 
value as evidence to prove that the defendant 
physician actually did something wrongfully or 
negligently, or omitted doing something that he 
should have done. In other words, we are of no 
use or value unless we say nasty, mean things 
about the other fellow. 


Unquestionably and unqualifiedly, no medi- 
cal witness when giving expert medical testi- 
mony against a physician in a malpractice suit, 
can possibly refrain from depreciating the de- 
fendant physician, and at the same time be a 
useful and valuable witness for the side for 
which he is testifying. The mere fact that he is 
giving testimony against another physician, 
isa strong suggestion to the mind and percep- 
tion of the jury—and even to the judge—that 
he thinks that the defendant physician did 
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something wrong. It must be admitted that 
such depreciation, even if based entirely upon 
differences of opinion, may be justified; but 
when measured by the yardstick or gauge of 
the decisions rendered in such suits, it promptly 
becomes evident that the depreciation and dis- 
paragement of the defendant physician is us- 
ually not justifiable or merited. 

For these reasons and the absence of other 
effective legal remedies, except that of a count- 
er suit for slander and libel, it seems to the 
writer that it would be highly beneficial and 
salutary if organized medicine could plan to 
abate or suppress this evil, from an ethical, just 
and moral basis. 

There has been some activity manifested in 
the direction of determining reasons and reme- 
dies, by a few medical bodies; but no active 
stand has been taken and nothing concrete or 
definite has resulted. 


We believe, that there is no good reason why 
every member of every regular medical society 
against whom a malpractice suit is being 
brought, in which another member of the same 
society contemplates giving testimony for the 
plaintiff and against the physician, should not 
receive some protection on ethical ground from 
the society. 

Every member of every medical society 
should be forbidden to voluntarily testify 
against another member of the society in a mal- 
practice suit, unless and until a board or com- 
mittee authorized for that purpose by the 
society had reviewed the essentials of the pro- 
posed testimony, under penalty of expulsion 
from that society. 

Malpractice suits as a rule do not require 
great haste. The time necessary for reviewing 
the proposed testimony to be given by voluntary 
witnesses need not play a very important part. 
Besides this, if a physician is honestly of the 
opinion that his fellow practitioner was actual- 
ly guilty of malpractice and if his opinion is 
based upon a good reason, other than malice, 
jealousy or personal animosity, the reviewing 
committee would certainly be willing, yes even 
glad, to sanction and allow such testimony 
against a negligent or otherwise guilty physi- 
cian. It altogether too frequently happens 
nowadays, that the medical expert witnesses 
fer the plaintiff in malpractice cases, volunta- 
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rily gives garbled, misleading and deliberately 
false testimony that is entirely unjustified, 
from the aspect of accepted standards of mod- 
ern teachings; such testimony being actuated 
more often by spite, jealousy and personal ani- 
mosity than because of the love of justice. 


We must not forget, that while malpractice 
suits are purely of a legal nature of themselves, 
their outcome and end results depend in a very 
large measure upon the character, quantity and 
quality of expert testimony introduced. Viewed 
from another angle, the medical expert wit- 
nesses really hold the entire outcome of a very 
large proportion of these cases in their own 
hands, so that by presenting the substance of 
the proposed testimony to be given for the 
plaintiff and against the physician defendants 
in such suits, before the reviewing committees 
before the trial, valuable prophylactic action 
may be taken if needed. 


This could be easily moulded into an ideally 
practical method and put into effect. Some 
competent physician, who is interested in the 
subject, could be delegated to investigate each 
malpractice suit that is brought against a mem- 
ber and if such investigation discloses that 
another member of the society is scheduled to 
appear as a voluntary expert witness in the 
case, the latter should be required to submit 
the nature and substance of his proposed testi- 
mony to the investigator, who, in behalf of the 
society, should have unlimited consultatory 
privileges among its members who might have 
special knowledge of the medical points in- 
volved in the litigation in question. The inves- 
tigator might then submit the proposed testi- 
mony to two or three competent consultants for 
their written opinions. If after such investiga- 
tion and review of the impressiveness of the 
consultants’ opinions, the report is favorable to 
the proposed testimony to be given against the 
defendant physician, then the physician wit- 
ness could and should receive every possible 
encouragement to testify. But if, on the other 
hand, the consultants report that the proposed 
testimony would wrongfully and improperly 
depreciate and disparage the defendant’s rep- 
utation and not serve to advance the cause of 
justice, the investigator could and should no- 
‘ify the plaintiff’s physician who proposed to 
give the expert testimony, that if he give such 


October, 1933 


testimony he will be subject to discipline, for 
unprofessional conduct. 

It must of course be understood, that abso- 
lutely no publicity need nor should be per- 
mitted to enter into this plan or program and 
that all of it must be strictly and most rigidly 
entre nous. The consultants to whom the in- 
vestigator submits the proposed testimony need 
not know the names of the men involved, and 
the medical witness need not know who the con- 
sultants were who passed upon the advisability 
of his testimony. The investigator could and 
should be the only one who need know the 
names or identity of the parties involved in the 
entire affair, unless or until cause for expul- 
sion (or other discipline) from the society 
would cause the disclosure. 

Even-an unscrupulous physician, who might 
claim that he testified as an involuntary wit- 
ness, need not defeat this plan; because it 
would be clearly obvious to and easy for an ex- 
perienced investigator to learn whether the 
testimony was fair or biased, or whether the 
witness had planned to have himself sub- 
poenaed, in order to evade the prior review of 
his testimony. Either reading the transcript 
or listening to the testimony would be ample 
for any one with judgment to determine if 
trickery was used to avoid the usual procedure 
in such cases. 


Unquestionably, such a plan or scheme based 
upon these principles, would greatly reduce 
unjustified malpractice suits against members 
of medical societies, while it would not affect 
the outcome of cases where real malpractice 
had occurred. If the time ever comes when phy- 
sicians do not give garbled, indiscreet or im- 
prudent testimony against each other, the need 
for the brains and bravery required to fight un- 
justifiable malpractice suits will be removed 
and may be used for more profitable purposes, 
and the wolves who hang around the edges of 
the herd, the malpractice lawyers, will not ven- 
ture to go very far with such eases, when it be- 
comes impossible for them to secure expert 
testimony. 

It is no secret that influences outside of the 
medical profession are at work with the pur- 
pose of stimulating malpractice suits. These 
range from organized gangs who operate in 
typical racketeer style, sometimes after the 
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fashion of the old ‘‘badger game,’’ on the per- 
sonal injury racket against transportation com- 
panies; to secret investigation as to who among 
our profession do not carry insurance against 
malpractice suits, so that they may entrap and 
intimidate them. 

It would be weil if all physicians be more 
cautious in their willingness to give expert 
testimony in malpractice suits and to remem- 
ber that no matter whether such suits are the 
outeome of organized racketeering and prob- 
ably unjustifiable, or even if they are justifi- 
able—as they occasionally are—these suits are 
practically impossible ‘of successful prosecu- 
tion without the use of expert medical testi- 
mony. 

The writer desires to state that much of the 
foregoing is not original, but is an elaboration 
of the ideas of a lawyer-physician, who pro- 
mulgated same several years ago.’ 

During the last few years the cost of insur- 
ance against—and of defense by the uninsured, 
as well as by the medical societies—malprac- 
tice suits has been increased. The increase in 
the number of these suits and the additional 
cost of their defense has exacted an enormous 
financial toll from the medical profession. In 
addition to this, indications point toward the 
liklihood of their further increase, unless we 
take some drastically aggressive action within 
our own ranks. 

The foregoing plan, if adopted, while incap- 
able itself of preventing the filing of malprac- 
tice suits, would, if conscientiously enforced, 
go a long ways toward reducing their in- 
cidence; besides what is more important, it 
could be made entirely possible, within our own 
ranks, with means now at our own disposal and 
entirely without the necessity of any additional 
legislation. 

25 East Washington Street. 





A CONSIDERATION OF PYO-URETER 
WITH CASE REPORTS 
Epwarp WiLtiAM Wuire, M. D., F. A. C. S. 
CHICAGO 

The following presentation on pyo-ureter is 
not an attempt to enlighten you on a vague 
or unusual surgical entity which is chiefly of 
academic interest, but is an urge to stimulate 
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interest in an important subject which has not 
been over evaluated. We have long recognized 
certain well defined indications for ureterec- 
tomy or partial ureterectomy coincident with 
nephrectomy, which has obviated the vicissi- 
tudes notable with later ureteral operations 
following nephrectomy. 

The literature on this absorbing subject is 
very scant, as we noted after a careful perusal 
covering a period of twenty-five years. Present 
day progress depends chiefly on past experi- 
ences, and the few case reports tabulated were 
of small assistance in guiding us in the correct 
rational of case management. We experienced 
considerable difficulty in arriving at definite 
and accurate indications for subsequent ure- 
terectomy following nephrectomy or nephro- 
ureterectomy as a single procedure in certain 
cases. 

The incentive for this treatise was further 
fostered by a series of interesting experiences 
with non-tuberculous pyo-ureter coming to my 
attention in recent years and of which I am 
frank to admit, previous to a more intelligent 
understanding of the physiology of ureteral © 
peristalsis and particularly of the ureteral 
stump, we were floundering in an uncharted 
area without previous experiences to guide us. 

The role of the ureteral stump and the often 
noted phenomenon of ureteral peristalsis, fol- 
lowing nephrectomy, appears to be the crux of 
the situation and certainly alters the prognosis 
in a given case. 

Latchem and Fronstein in their splendid 
articles on ‘‘Empyema of the Ureter’’ and 
‘*Experimental studies of the Ureter after 
Nephrectomy’’ definitely established the fact 
that the rhythmical peristalic contractions of 
the ureteral stump depend partially on the 
nerve supply, the centers of which were located 
in the ureteral walls or surrounding connective 
tissues. Further, and equally as important is 
the observation that the presence of pus, stone 
or obstruction is a requisite for continued ure- 
teral peristalsis following nephrectomy with 
partial ureterectomy. 

Ureteral peristalsis is of no consequence in - 
the absence of obstruction; drainage must be 
free and uninterrupted in the ureteral rem- 
nant, otherwise empyema, systemic infection 
and a return of urinary symptoms is noted. 

Surgeons have frequently noted, particularly 
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in gynecological operations where a nephrec- 
tomy had previously been performed, that the 
unobstructed ureter of the same side almost 
regardless of the former renal pathology, had 
contracted down to a small uninteresting cord. 
This is particularly manifested in tuberculous 
ureteritis and certain unobstructed dilated 
ureters. 

Latchem distinctly informs us from experi- 
mental observations that the muscular coat of 
the ureter hypertrophies when advanced ob- 
struction is present, and atrophy is noted in the 
absence of obstruction, hence an absolute and 
accurate knowledge of the state of the ureter is 
of prime importance in all nephrectomized 
patients. 

As before stated we have noted definite in- 
dications for ureterectomy or partial ureterec- 
tomy at the time of nephrectomy in uretero- 
renal disease, but it is a common experience 
that the surgeon is unable to perform a com- 
plete nephro-ureterectomy simultaneously due 
to the condition of the patient, although the in- 
dications were apparent and well understood 
prior to operative intervention. Cases of large 
renal tumors, patients who have had previous 
renal operations in which the kidney lies in a 
bed of chronic inflammatory tissue, being dense- 
ly adherent to the duodenum or diaphragm, pa- 
tients who have undergone severe systemic 
changes and so forth, are rarely good subjects 
for a nephro-ureterectomy or nephro partial 
ureterectomy. 

The foregoing might be a logical appeal for 
uretero-nephrectomy in all selected cases. This 
as we know has been advised by some urological 
surgeons of note. 

It is worthy of comment that the ureter fol- 
lowing nephrectomy is rarely a factor in the 
production of genito-urinary symptoms, and 
when we consider that the ureter is so frequent- 
ly adherent to the duodenum or diaphragm, pa- 
furthermore surprised to learn that a nephrec- 
tomy is such grave conditions as unilateral 
renal tuberculosis, renal tumor, pyo-nephrosis, 
calculus pyo-nephrosis, hyper-nephroma (so- 
ealled) will often suffice. 

Latchem’s reports and observations are sub- 
stantiated by many clinical experiences. He 
ha3 definitely established the fact that absorp- 
tion of the ureteral contents, even in dilated 
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and infected ureters probably does not occur 
unless in the presence of strictures, calculus or 
ligatures. The unobstructed remaining ureter 
although contracted down to a very small lu- 
men will quite thoroughly carry off infectious 
processes to the bladder. 

Hyman adds interesting cases to the litera- 
ture, further substantiating Latchem’s experi- 
mental findings, in which he reports cases of 
persistent urinary symptoms such as pyuria, 
septic temperature and rigors following partial 
ureterectomies, all being due to fibrous con- 
tractions of the ureteral stump due to infection 
and lack of drainage. 

Fronstein presents a complete resume of the 
work of Latchem and others and adds a case 
of pyo-ureter due to stricture in the pelvic 
ureter. 

Hunt in his splendid article from the Mayo 
Clinic reports as follows, renal tuberculosis dur- 
ing the last ten years has provided the indica- 
tions for nephrectomy in approximately 28 per 
cent of the major lesions of the kidney for 
which this operation was performed, however, 
in no instance in the series of five hundred and 
seventy-four cases in which nephrectomy was 
performed for renal tuberculosis during the 
years 1919 and 1928 inclusive, had he found 
subsequent ureterectomy recorded. 

M. L. Harris, in a personal communication, 
reported a ease in which a nephrectomy had 
been performed for unilateral renal and ure- 
teral tuberculosis which necessitated a subse- 
quent ureterectomy due to a return of symp- 
toms in an advanced form one year later. He 
further experienced considerable difficulty in 
exposing the remaining ureter, due to intense 
inflammatory adhesions. Operations revealed 
that the tuberculosis process was wide spread 
throughout the area, as well as the pelvic glands 
and the remaining ureteral stump. Nephro-ure- 
terectomy might have prevented this condition. 

Many interesting and illuminating cases of 
pyo-ureter following nephrectomy in the pres- 
ence of stone, stricture and kinks were reviewed 
and as a general consideration it is noteworthy 
that an infected ureter of the nephrectomized 
side will produce a return of urinary symptoms 
depending entirely, as to the presence of stone, 
stricture or other obstructive interferences or 
whether or not the innervation has been dam- 
aged by trauma and hence producing narrow- 
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ing, ureteritis and atony with inflammatory 
contraction. 

Kuemmell in a review of 380 nephrectomies 
is of the opinion that possibly ureteral trauma 
plus infection is a causative factor and reports 
four cases. 

Israel reports four cases in 900 nephrec- 
tomies. 

Hyman in his splendid article on empyema of 
the ureteral stump following incomplete ure- 
terectomy, summarizes his three case reports as 
a conclusive demonstration that the ureteral 
stump following incomplete ureterectomy is a 
very potent cause of persistent pyuria, and fur- 
ther calls attention to the necessity of removing 
the entire ureter when performing a primary 
ureterectomy for pyo-ureter. 

Those of us who have had the good fortune 
or misfortune to complete a partial ureterec- 
tomy in certain of these cases, well know the 
many difficulties attending this formidable pro- 
cedure, especially in long standing cases of 
pyuria and persistent sinuses following incom- 
plete ureterectomies. 

Roedelius reports two eases, causative factors 
being stone and stricture. 

Klika’s ease of canalized stone in a ureteral 
empyema, reported in the Zeitserift fur Uro- 
logische Chirurgie of 1921, in which he states 
that the urine had produced a channel through 
a mass of soft phosphatic concrement in inter- 
esting, however, I feel that the canal was more 
likely produced by a ureteral catheter. 

In considering the time ratio between the 
period of nephrectomy and the development of 
urinary symptoms necessary for a diagnosis of 
pyo-ureter, the literature presents the follow- 
ing: 

In Roedelius’ case of atony and stricture, 
seventeen years elapsed prior to the time of a 
return of urinary symptoms, several cases vary- 
ing in duration of from one to five years were 
cited. 

Hunt—Six weeks to five years. 

Hyman—Five weeks to nine years. 

Read—Two months. 

Klika—Six weeks. 

As a general average it was noted that most 
cases produced symptoms sufficiently severe to 
Warrant assistanee in from six months to three 
years, The time interval depends upon the 
character of the infection, the amount of ob- 


EDWARD WILLIAM WHITE 393 


struction, the innervation disturbance of the - 
ureter and the thoroughness of the ureteral 
management at the time of nephrectomy. 

The symptoms and diagnosis of pyo-ureter un- 
der ordinary circumstances should not present 
many difficult problems. I am convinced after 
personal communications and a perusal of the 
literature that a more careful ureteral exami- 
uation and a more thorough eradication of ure- 
teral pathology simultaneously with nephrec- 
tomy will ultimately lessen the incident of its 
appearance. 

A return of urinary symptoms in all nephreec- 
tomized patients regardless of the condition 
of the remaining kidney, should always suggest 
the possiblity of pyo-ureter. The time element 
for the onset of symptoms is of small value 
when we consider Klika’s case of six weeks and 
Boengerma’s stone case of twenty-three years. 
In our experience and of others we have cited, 
most patients‘ complain of a return of original 
disturbances with possibly an exaggeration of 
voiding discomfort and frequency, this being 
due to the intense cystitis seen in all cases. Gen- 
eral debility and septic temperature excursions 
were noted in all instances, being due to ure- 
teritis, periureteritis, pus under tension and. 
suppurative cystitis. 

Dysuria to a very marked degree, progres- 
sive in character, temperature rises with slight 
rigors, cloudy pus laden urine, swelling in the 
right or left lower quadrants of the abdomen in 
advanced eases with cystoscopic verification 
will lead one to a correct diagnosis. The amount 
of laudable pus seen escaping from these dis- 
eased ureteral stumps is amazing, tooth paste 
in appearance and on slight abdominal pressure 
will curl out over the bladder floor in a very 
weird manner. 

Treatment: Surgery is infinitely the pro- 
cedure of choice, consisting of a thorough and 
complete ureterectomy if possible, and free 
drainage at both angles of the wound. I feel 
that thorough drainage cannot be over em- 
phasized. Pelvie cellulitis due to peri-ureteritis 
is ever possible and must receive careful and 
efficient attention. 

The usual muscle splitting incision of Gibson 
is used for ureteral approach; however, one 
often meets with formidable difficulties due to 
the dense fibrous adhesions and an absolute loss 
of cleavage. In certain cases it is surgically im- 
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possible and imprudent to remove the ureter 
especially in cases of large infected tortuous 
hydroureters, in which all normal landmarks 
are destroyed and adhesions with pelvic peri- 
tonitis present. Instances of this type improve 
best under later incision into the pus sac, free 
constant irrigations and thorough drainage. 
Cases are reported in which large dilated ure- 
ters were sutured externally and daily lavage 
instituted, the remaining ureter being extir- 
pated at a later date. I am personally opposed 
to this procedure, if it is possible to remove the 
ureter, as past experience has demonstrated 
quite clearly that the proper time for a ureterec- 
tomy is during the nephrectomy if the patient’s 
condition will permit and if a surgical possi- 
bility. 

Ureteral stump irrigations cystoscopically 
are of little permanent value, admitting, how- 
ever, that in most cases we have noticed a tem- 
porary alleviation of all symptoms following. 

We have found that such palliative measures 
as stricture dilations, enlarging the ureteral 
orifice, uretero-lithotomy for removal of ob- 
struction, whether stricturous or stone in the 
presence of a well defined pyo-ureter is rarely 
of permanent value. 


Case records : 

Case 1. J. M., male, aged 28 years, entered the hos- 
pital December 8, 1924, after a two weeks illness, com- 
plained of severe pains about Petit’s triangle and radiat- 
ing along the course of the left ureter. Patient has 
had similar attacks of twelve to twenty-four hours’ 
duration extending over a period of five years. In- 
spection revealed an acutely ill, greatly emaciated man 
who was sorely in need of intelligent medical or sur- 
gical aid. Accurate past or present history was dif- 
ficultly elicited due to his physical status, 

The essential features of his physical examination 
revealed a large palpable mass corresponding to the 
left kidney in the left flank, exquisitely sensitive and 
freely movable. Tentative diagnosis, calculus pyo- 
nephrosis. 

Ureteral catheterization under saoral block anesthesia 
was performed, separate urines collected and left pyelo- 
ureterogram made. Right segmentated urine was essen- 
tially negative, the left contained a wealth of pus and 
blood. No tubercular bacilli were isolated. X-ray re- 
vealed a dense shadow, irregularly quadrilateral about 
two inches square in the region of the pelvis of the left 
kidney. The renal shadow of the same side was greatly 
enlarged extending by its lower pole to the middle of 
the body of the fourth lumbar vertebra. A small dense 
shadow also in the course of the pelvic ureter. Right 
kicney shadow normal in size, contour and position. 

Pyelogram more clearly accentuated the foregoing 
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citation and more accurately localized the renal and 
ureteral shadows. 

December 12, 1924, left nephrectomy and partial ure- 
terectomy was performed with difficulty due to firm 
adhesions, short pedicle and extreme condition of the 
patient. A nephro-ureterectomy which we considered 
advisable would not have been prudent due to the 
patient’s condition as stated before. 

The convalescence was stormy, characterized by fre- 
quent attacks of chills, rigors and elevation of tempera- 
ture, and a persistent discharging fistula in the left 
flank. 

February 18, 1925, a large abscess cavity pointing in 
the left inguinal area was drained daily, irrigated and 
packed: same finally closed and patient was discharged 
on March 24, 1925, with dry renal and inguinal wounds. 
The patient on being discharged was cautioned as to 
the possibility of future difficulties due to the remaining 
stone and advised to return for further check-up if dif- 
ficulties should arise. 


March 30, 1932, seven years later, patient readmitted 
to the hospital with a history of frequency and burning 
on urination and an ever constant cloudy urine. The 
past year he had experienced mild seizures of chills 
and slight elevations of temperature, and within the past 
fourteen days had been quite acutely ill with severe 
dysuria and frequency associated. 


Cystoscopic examination demonstrated thick creamy 
pus discharging in great quantities from the left ure- 
teral orifice and intense generalized cystitis. The right 
renal studies remained essentially negative. Firm pres- 
sure on the lower abdomen was followed by a deluge of 
pus from the left ureteral orfice. A diagnosis of pyo- 
ureter of the remaining ureteral stump and the presence 
of calculi was given and operation advised. 


Frequent cystoscopic irrigations and drainage of the 
ureteral stump was always followed by a noticeable 
improvement in symptoms, however; the patient grad- 
ually retrogressed and operation was performed April 
10, 1932. 

The left ureteral stump was exposed, same being ap- 
proximately three and one-half centimeters in diameter 
and in its lumen was a calculus the size of a small 
marble; around and above the stone was an abscess cav- 
ity filled with pus. The ureter and stone were removed 
and the part thoroughly drained; a protracted convales- 
cence followed and patient died on the 28th day of pelvic 
cellulitis and hypostatic pneumonia. 

Tuberculous pyo-ureter is not within the 
scope of this treatise ; however, in order to em- 
phasize its relative rarity, I shall diverge brief- 
ly for its consideration. In a general resume of 
the literature the reported cases of ureterec- 
tomy following nephrectomy for tubercular 
ureteritis are extremely rare. In a series of 222 
eases reported by Dr. Jeck from the Bellevue 
Hospital Urological Department, 98 cases were 
tubercular and in but one was a subsequent 
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ureterectomy performed for tuberculous pyo- 
ureter. 

Young reports one case in which a nephro- 
ureterectomy was performed for renal tuber- 
culosis and subsequently the patient developed 
miliary tuberculosis, due to an extreme tubercu- 
lar involvement of the deep pelvic wound. 
™ Experience gleaned from the literature and 
our own limited knowledge has clearly demon- 
strated that tuberculous ureteritis in the ab- 
sence of stone, stricture and kinks, all of which 
interfere with drainage, will generally subside, 
and even the large dilated ureter will contract 
down to a small fibrous cord. The following 
personal case further demonstrated the fore- 
going. 

Case 2. J. R., male, aged 44 years, operated on at 
Alexian Brothers Hospital July 19, 1922. A perineal 
section and cystotomy were performed for vesicle cal- 
culus and impassable strictures in the membranous 
urethra. At the time of cystotomy pus was seen pass- 
ing from the right ureteral orifice and five months later, 
due to failure of bladder closing, a right nephrectomy 
and partial ureterectomy were performed. Operation 
proved the tentative diagnosis of renal tuberculosis and 
a tubercular kidney and dilated tubercular ureter were 
demonstrated. 

The patient left the hospital with recurrently open- 
ing bladder fistula. February 8, 1923, one year later, 
patient returned due to the constant annoyance of his 
suprapubic fistula. A ureterectomy was advised on the 
theory that it may favorably influence the bladder 
closure. 

February 23, 1923, through a muscle splitting opera- 
tion the right ureteral stump was exposed and found to 
be not much larger than the normal ureter, however, 
frm and cord like. The bladder opening was only 
partially improved by the ureterectomy and the patient 
was required to wear a small pad suprapubically when 
dismissed from the hospital two months later. 


Case 3. Patient, male, aged 58 years, entered our 


service September 15, 1929. Urological and roetgeno- 
logic studies revealed bilateral renal calculi, calculus in 
tight pelvic ureter and a functionless right kidney. Sep- 
tember 24, 1929, right lumbar incision presented a cal- 
culus pyo-nephrosis which was drained, multiple stones 
removed and approximately two quarts of thick creamy 
pus was liberated. A discharging sinus persisted for 
about seven months after dismissal from hospital and 
finally closed. Patient left the hospital with knowl- 
edge that a small stone remained in the right pelvic 
ureter and a symptomless stone in the left renal par- 
enchyma. 

The following two years the patient complained of 
transient attacks of fever, cloudy urine and dysuria. 
Two weeks before entering the hospital the old scar 
spontaneously opened and discharged sero-sanguineous 
material and pus. 
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August, 1932, three years later, a right nephrectomy 
was advised and a mass of capsule and necrotic kidney 
substance was removed. The part was thoroughly packed 
with iodoform gauze and a discharging sinus persisted 
with marked dysuria until December, 1932, at which 
time a complete ureterectomy was performed. The 
pelvic ureter measured about three centimeters in diam- 
eter and contained in addition to a small calculus a 
typical pus sac and extensive ureteritis. 

Malignant disease of the ureter as a primary 
involvement is extremely rare although we have 
all noted secondary ureteral involvement from 
renal and bladder malignancy, the former by 
direct extension, the latter by invasion. That 
papillary epithelomata of the lower ureter will 
cause pyo-ureter due to obstruction is demon- 
strated in the following case. 

Case 4. Patient, male, aged 48 years, entered the hos- 
pital, September 1928, complaining of blood in the 
urine, intermittently, loss in weight and frequency of 
urination. Roentgen ray negative except for an en- 
larged right renal shadow. Urine analysis; blood and 
pus cells in abundance and negative for tubercle bacilli. 
Cystoscopic study presented a group of papillary 
growths protruding from the right ureteral orifice 
which prevented the introduction of a ureteral catheter. 
Left ureteral catheter passed to left renal pelvis and 
negative findings reported. October 14, 1928, the right 
kidney was explored and a large hydronephrotic kidney 
was removed. The convalescence was uneventful ex- 
cept for a discharging wound which continued for two 
months and finally closed. 

Patient returned March 18, 1929, as was expected 
with a return of intermittent hematuria and slight after- 
noon temperature. March 25, 1929, the protrusion of the 
neoplasm at the ureteral orifice was thoroughly ful- 
gurated and a complete ureterectomy was performed. 
The ureter was literally filled with papillary epithelio- 
mata, considerably dilated and infected. The post- 
operative history was uneventful. 


Conclusions and summary : 

1. I have hereby presented for your consid- 
eration a brief study of pyo-ureter with case 
reports and a resume of the literature. 

2. Pyo-ureter is relatively rather uncommon, 
yet it is sufficiently prevalent to warrant our 
careful attention in all nephrectomized patients 
in which a return of symptoms prevail. 

3. Pyo-ureter is a severe menace to future 
health and well being and requires precision and 
courage in its management. 

4, Palliative cystoscopic measures are gen- 
erally temporary in results, whereas radical 
ureterectomy including the intramural ureter 
is a more logical and satisfactory procedure. 

5. Obstruction and innervation disturbances 
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seem to be the chief potent cause in the produc- 
tion of this malady. 
55 East Washington Street. 
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LEGISLATION FOR THE CONTROL OF 
HYPNOTIC DRUGS 
JouN B. Ross, M. D. 
CHIcaGo 

A condition exists at present which sorely 
needs to be remedied. This is the practice of 
pharmacists selling hypnotic drugs to custom- 
ers without a physician’s prescription. 

Anyone can go into a drug store and pur- 
chase allonal, amytal, nembutal, and other phe- 
nobarbital preparations in any desired quantity 
It follows, inevitably, that they take it in any 
desired quantity, ignorant of, or ignoring, the 
harmful results of such a practice. 

These drugs are habit forming. A custom 
once begun of using a hypnotic drug to pro- 
duce sleep, relieve pain, or for any purpose, 
may result in a vicious habit which is very 
difficult to break. Such a habit may ruin one’s 
life. 

There have been many deaths caused by this 
laxity of the law. Recall the numerous cases 
reported in the newspapers of illness or death 
resulting from an ‘‘overdose of sleeping medi- 
cine.’’ These drugs are depressing to the heart, 
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and taking them too often or in too large a 
dose weakens the heart seriously. Moreover, 
there are many persons who, not knowing they 
possess a diseased heart, prescribe their own 
drugs, oblivious of the danger they are incur- 
ring by such a procedure. ' 

The dispensing of drugs such as morphine, 
codine, and other opiates is controlled by the 
government by means of the Narcotic Law, 
which requires that a physician’s prescription 
be presented upon the purchase of any nar- 
eotic drug. Why not extend this law to in- 
clude the dispensing of hypnotic drugs such 
as allonal, dial, amytal, and other pheno- 
barbital preparations, which are fully as dan- 
gerous as the ones controlled by the law at pres- 
ent. Several states, recognizing the need for 
such legislation, have provided regulations to 
control the hypnotic drug traffic. When will 
Illinois act to curb this menace? 

2030 Irving Park Boulevard. 





FOUR HUNDRED AND NINETY-SEVEN 
FOREIGN BODIES IN THE STOMACH 


The practice of swallowing all sorts of articles by 
some lunatics is well known, but the discovery of 497 
articles, weighing 34 pounds, in a man’s stomach con- 
stitutes a record. An inquest was held at the County 
Mental Hospital, Upton, near Chester, on the body 
of a farmer, aged 28, who died in the hospital follow- 
ing an operation. In his stomach were found 497 ar- 
ticles, which included 200 nails from half an inch to 
41% inches long, 36 staples, 43 phonograph needles, 6 
teaspoons, 3 table forks, 7 coins, 6 brace buckles, 3 door 
keys, 3 penknives, 3 S-shaped meat hooks, 10 safety- 
pins, 4 sewing needles, 6 ordinary pins, 13 pieces of 
glass or earthenware and 9 screws. The medical super- 
intendent said that the man had a delusion that his 
stomach was too smooth. Death was due to ulceration 
of the stomach and hemorrhage. 


—London Corr. J. A. M. A. 





“If you wish to exploit her, just study her goiter 
And examine her endocrine glands; 

With Lugol’s solution you get resolution 
Of the tumor no man understands. 

The medical man gets results if he can; 
And the X-ray may cure—or play hob; 

The surgeon is sure every case he can cure 
When old nature falls down on the job, 

One says iodine and your case will do fine, 
But another says ‘No—cut it out,’ 

Puts the boob from the sticks in a hell of a fix, 
Scarcely knowing what he is about.” 


—E. B.C. in J. A. M. A. 
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A BITTER EXPERIENCE 

The street sweeper was weeping bitterly as he 
pushed his broom along the curb. 

“What is the trouble, my good man?” asked a by- 
stander. 

“Sir,” said the street sweeper, “there has been an 
accident here. One of my friends was killed and I am 
forced to sweep away the debris.” 

“Oh, I see,” said the bystander, “just scraping up 
an acquaintance.” —Chicago Phoenix. 





CASH DISCOUNTS FOR PATIENTS 

It is not altogether a bad idea to offer patients a ten 
per cent. discount if they pay before the tenth of the 
month. It speeds up collections and serves other pur- 
poses. It gives a good method of sizing up the patient; 
if he does not accept the discount he is either in diffi- 
cult circumstances or is not a desirable patient. 

Many people do not include illness in their budgets. 
No matter where one lives or what one does about it, 
the average person will have six illnesses a year, three 
of which will be “colds.” He should prepare for these 
illnesses and if he knows that a ten per cent. discount 
is waiting for him he may prepare ahead. 

Some will argue that their surgical bills are already 
reduced to a minimum and that they cannot offer any 
further reduction. However, the average surgeon would 
sacrifice another ten per cent. to get his payment by the 
tenth of the month. 

Some physicians charge extra for charge accounts and 
the patient who pays cash should have the benefit of 
the minimum fee. 

Years ago a physician was governor of Rhode Island. 
He worked all day at the State House and practised 
medicine at night. His pockets were always full of 
change and each one who paid him cash received a ten 
per cent. discount. 





SELECTIVE COLLAPSE OF LUNG WITH 
PHRENICOTOMY COMPARABLE TO THAT 
WITH PNEUMOTHORAX 

C. M. Van Allen, Peiping, China (Journal A. M. A., 
July 2, 1932), calls attention to the fact that when a 
few hundred cubic centimeters of air is injected into 
the pleural space of persons with tuberculosis of one 
lung lobe, the slack given by the air to the elastic pull 
of the hemilung is frequently taken up more by the dis- 
eased than by the normal lobes, with the result that the 
air resides principally over the diseased lobe and col- 
lapses it selectively. He refers to the occurrence of 
selective collapse of the lung in pulmonary tuberculosis 
after phrenicotomy and compares it in principle to selec- 
tive collapse after pneumothorax. For both operations, 
differentiation is made between the deflation of the dis- 
eased tissues which occurs immediately and is probably 
due to increased elastic tone of the lung, and that which 
occurs gradually and is due to formation and contrac- 
tion of scar tissue. The author believes that the in- 
creased elastic tension of the lung, in the first type, is 
due largely to thickening of the pulmonary septums 
and membranes from vascular congestion and inter- 
stitial deposit of inflammatory fluids and cells. 
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Society Proceedings 


GREENE COUNTY 


Regular Meeting of Greene County Medical Society 
was held in White Hall, Sept. 8, 1933, at 6:00 P. M. 

After a chicken dinner and social hour at Piper’s Cafe 
the society was called to order in the public library 
building at 7:00 P. M. by the president, Dr. O. J. Gause. 
Minutes of the March and June meetings were read 
and approved. Various communications were read and 
disposed of, after which Dr. T. B. Knox of Quincy, 
Councilor for the Sixth District, gave us a very earnest 
and practical talk on “Medical Economics.” 

Dr. Lee O. Frech of Decatur read a paper on “The 
Cost of Medical Care and the Public’s Ability to Pay.” 
The doctor dealt with fundamentals and gave us a sub- 
stantial foundation upon which to build an ethical and 
satisfactory procedure in the care of the indigent sick 
as well as those more able to pay. Dr. Harris of Quincy 
discussed the subject and gave us an account of the 
methods used in Adams County and suggested that 
the same or similar methods would apply in Greene 
County. Dr. Frech closed the discussion with some 
valuable and concrete examples of what had been done 
in Decatur. 

A motion was made by Garrison and seconded by 
Smith that the president appoint a committee on Medical 
Economics, consisting of three members. Motion carried. 
The president was given time to select his committee. 

Fifteen members and visitors were present. 

The next meeting will be held in Roodhouse, Dec. 8. 


W. H. Garrison, Secretary. 





FULTON-SCHUYLER COUNTIES 


Fulton and Schuyler Counties joined forces to put 
over a special meeting at “The Virginia,” Scripps 
Park, Rushville, September 6. Following a round 
of golf on Rushville’s fine course, dinner was served 
at 6 o'clock to 170 members and guests, from 11 
counties of Illinois and Keokuk, Iowa. 

Dr. Charles D. Center of Quincy, president-elect 
of Illinois State Medical Society, presided as toast- 
master in his unique way. Dr. John DeJ. Pember- 
ton of the Mayo Foundation, Rochester, Minn., gave 
an address on “Rational Treatment of Hyperthyroid- 
ism” which was discussed by Drs. C. U. Collis, 
Don Deal and Frank Deneen. Dr. Frank J. Heck of 
the Mayo Foundation then discussed “Pernicious 
Anemia, Diagnosis and Treatment” which was further 
discussed by Drs. M. G. Bohrod, J. C. Redington 
and R. A. Harris. 

H. O. Munson, Secretary, Schuyler County 
C. V. Snrvety, Secretary, Fulton County. 





Marriages 
JAMES WILSON CLARK to Miss Martha Ozita 
Hall, both of Chicago, August 5. 
Yate Norman Levinson, Chicago, to Miss 
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Sally Brounstone of Montreal, Que., Canada, 
July 14. 

Paut Gitpert Pererson, Chicago, to Miss 
Signe Marie Peterson of Orfordville, Wis., 
August 2. 

Rosert Sypney SmirH, East St. Louis, Il., 
to Miss Helen Kempster of St. Louis, June 10. 

Rosert L. WuHITESIDE to Miss Grace Rendle- 
man, both of Jonesboro, IIl., June 26. 





Personals 


Dr. William W. Eichelberger, Alton, ad- 
dressed the Madison County Medical Society, 
August 4, on ‘‘Psychiatry and the. General 
Practitioner.’’ 

Dr. Joseph A. Campbell, Marissa, has been 
appointed managing officer of the East Moline 
State Hospital, East Moline, succeeding Dr. 
Cyrus H. Anderson. 

Dr. David C. Straus has been appointed con- 
sultant in fractures and traumatic surgery in 
the recently created medical department of the 
Illinois Industrial Commission. 

Dr. August A. Werner, St. Louis, addressed 
the Madison County Medical Society at High- 
land, September 1, on ‘‘Symptoms Which Ac- 
company Castration, Ovarian Hypofunction 
and Menopause.”’ 

A recent meeting of the Macoupin County 
Medical Society at Carlinville was addressed 
by Dr. Neil S. Moore, St. Louis, on ‘‘Transur- 
ethral Correction of Bladder Neck Obstruc- 
tions.’’ 

Dr. Frank 8S. Needham, Oak Park, is the first 
winner of the Vanderslice Cup of the Chicago 
Medical Society. The golf tournament was held 
at the Medinah Country Club, August 9. Dr. 
Needham’s gross score was 80. 

Dr. Hugh Young, Baltimore, Md., will de- 
liver the Fifth Annual William T. Belfield 
Lecture for the Chicago Urological Society on 
Wednesday, October 18, 1933, at the Palmer 
House, at 8:30 P.M. There will be a dinner in 
honor of Dr. Belfield at the Hotel at 6:30 P.M. 

Dr. Frederick Mueller of Chicago, Director 
of the Division of Orthopedic Surgery of 
Loyola University, was appointed as Attending 
Orthopedic Surgeon at Mercy Hospital, Chi- 
cago. 

Dr. Thomas P. Foley, Chicago, addressed the 
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Will-Grundy County Medical Society at Joliet, 
September 20, on medical legislation. 

Dr. Joseph C. Doane, Philadelphia, ad- 
dressed the staff of the Paris Hospital, Paris, 
September 7, on ‘‘ Effect of Opium on the Com. 
merce, Literature, Medicine and the Morals of 
the World.’’ 

At a meeting of the De Kalb County Medical 
Society in Sandwich, September 28, Dr. Clem- 
ent R. Martin, Chicago, spoke on anorectal dis- 
eases. 

Dr. John J. McShane, Springfield, addressed 
the Morgan County Medical Society, Septem- 
ber 14, on epidemic (lethargic) encephalitis, 
and Dr. Hubert S. Houston, Springfield, tu- 
bereulin testing of children at the state fair. 





News Notes 


—Attention is called to the copy of the 
physical examination chart prepared by the 
Illinois State Medical Society for the use of 
members, printed on advertising pages 25-26. 
The page may be torn out for immediate use 
and additional copies may be secured from Dr. 
Harold M. Camp, Monmouth, or from the 
Educational Committee, 185 North Wabash 
Avenue, Chicago. 

—Members of the Chicago Medical Society 
will be granted police protection on request 
when making ealls on patients. Apprehension 
among members of the society since the murder 
of Dr. Bernard F. Garnitz last winter prompted 
Dr. Austin A. Hayden, president of the society, 
to request of the police commissioner an escort 
for any who feel it may be necessary, especially 
when called by persons unknown to them. 

—Securities with a market value in excess of 
$300,000 have been transferred to North- 
western University Medical School by an anony- 
mous donor, to be used for the advancement 
and improvement of the teaching of urology. 
The trustees have the right to invest this 
money and allocate the income to the desig- 
nated purpose whenever it is considered suffi- 
cient to inaugurate a productive program. 

—The Chicago Medical Society gave a recep- 
tion and dinner to officers of the American 
Medical Association and its constituent medical 
societies in the Trustees’ Lounge, Hall of 
Seienece, Century of Progress, September 22. 
Dr. Dean Lewis, Baltimore, President of the 
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Association, spoke on ‘‘ Medical Organization.’ 
and Dr. Eben J. Carey, director of the medical 
section, Century of Progress, gave an illus- 
trated address on ‘‘A Century of Progress.’’ 

—An advisory board to aid the department 
of public welfare in the care of insane and 
feeble-minded inmates of the state hospitals was 
recently appointed by the governor. Members 
of the board include: 

Dr. H. Douglas Singer, state alienist, and 
professor of psychiatry, University of Illinois 
College of Medicine. 

Dr. Lewis J. Pollock, professor of neurology, 
Northwestern University Medical School. 

Dr. Francis J. Gerty, associate clinical pro- 
fessor of psychiatry, Loyola University Medi- 
eal School. 

Dr. Ernest E. Irons, dean and clinical pro- 
fessor of medicine, Rush Medical College. 

—Railroad officials request that physicians 
use only the official blanks required by the In- 
terstate Commerce Commission when certifying 
to illness of persons who wish tickets extended. 
Many eases are brought to the attention of 
railroad officials of visitors to the Century of 
Progress Exposition who ask for extension of 
the time limits of their tickets or stopovers be- 
cause of illness or quarantine. In most cases the 
physicians write a note, which cannot be ac- 
cepted because the regulations of the commis- 
sion require a special blank. Physicians are 
asked to advise their patients that railroads 
will furnish the official blank on application. 

—The Society of Plastic and Reconstruc- 
tive Surgery will hold its annual meeting, 
October 16-18, at the New York Academy of 
Medicine, 2 East 103 Street. The profession 
is invited to attend. 

—The fiftieth anniversary of the first grad- 
uating class (1883) of the University of Illin- 
ois College of Medicine was celebrated with a 
banquet, recently, with 437 alumni present. 
Members of the first class who attended are 
Drs. Morris R. Weidner, Sr., Dolton; Halsey 
E. Lovejoy, Rocky Ford, Colo., and Elihu N. 
Elliot, Chicago. Dr. David J. Davis, dean of 
the college of medicine, presented each with 
a copy of the original picture of their class. 
Speakers included Drs. Davis, Vandy F. 
Masilko, president of the alumni association, 
and Mr. Bruce Balding, president of the fourth 
class. The history of the college, particularly 
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the first twenty-five years, was reviewed by Mr. 
William H. Browne, formerly secretary of the 
college. Dr. Weidner was installed as president 
of the Alumni Association for the coming year. 

—tThe Institute of Traumatic Surgery pre- 
sented a program, September 13, before the 
convention of the International Association of 
Industrial Accident Boards and Commissions as 
follows: ; 

Dr. Nathan 8. Davis III, Difference Between 
Backache Due to Trauma and That Due to 
Disease. 

Dr. John D. Ellis, Routine Examination of 
the Injured Back. 

Dr. Paul B. Magnuson, Congenital Anoma- 
lies and Arthritis as Contributing Causes in 
Injuries of the Spine. 

Dr. Hollis E. Potter, The Wedge-Shaped 
Vertebra; Some Distinctions Between Healed 
Fractures and Healed Vertebral Disease. 

Dr. Claud R. G. Forrester, Reduction of 
Disability by Fusion of Vertebrae After Back 
Injury. 

Dr. Philip H. Kreuscher, Shortening the 
Period of Disability After Fractures of the 
Spine. 

Dr. Leroy P. Kuhn, Final Disposition of 
Back Injury Cases. 

—The medical faculty of Northwestern Uni- 
versity announces the Third Annual Mayo 
Lecture on Surgery to be delivered on Friday, 
October 6, 1933, at 8 P.M. in Thorne Mem- 
orial Hall on McKinlock Campus of North- 
western University, Lake Shore Drive and 
Superior Street, Chicago. The lecture will be 
delivered by Dr. Alfred W. Adson, the subject 
being ‘‘The Surgical Consideration of Brain 
Tumors.’’ The medical profession is cordially 
invited to attend this lecture. 

—The governor recently appointed a commis- 
sion of representatives of the Illinois State De- 
partment of Health to study the current out- 
break of encephalitis in St. Louis. The four 
physicians are Drs. Hubert S. Houston, Spring- 
field, Sandor Horwitz, Peoria, Henry Reis, 
Belleville, and William F. Grayson, Granite 
City. 

—Dr. Charles F. Read, managing officer, El- 
gin State Hospital, will deliver a public lecture 
in the Illinois Host House, A Century of Prog- 
ress, October 11, at 11 a. m., on ‘‘Mental 
Health in the Home.’’ The lecture is spon- 
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sored by the woman’s auxiliaries to the Illinois 
State Medical Society and the Chicago Medi- 
eal Society. Luncheon at $1.35 will be served 
in the Trustees Lounge. Reservations for 
luncheon should be made with Mrs. William 
R. Cubbins, 425 Arlington Place, Chicago, be- 
fore October 8. 

—Karl F. Meyer, Ph.D., director, George 
Williams Hooper Foundation, and professor of 
bacteriology, University of California Medical 
School, San Francisco, will deliver the 1933 
Gehrmann lectures of the University of Illinois 
College of Medicine. The lectures will be given 
at the college, room 423, at 4 p.m. Dr. Meyer’s 
subjects will be: 

October 16, Undulant Fever, Bang’s Disease and 
Malta Fever. 

October 17, Equine Encephalomyelitis. 

October 18, Psittacosis. 





Deaths 


PASCHALL NATHANIEL BowMan, Sterling, II; 
Barnes Medical College, St. Louis, 1899; aged 65; died, 
July 22, of nephritis myocarditis and arteriosclerosis. 

HELEN Mary BucHanan, Chicago; Chicago Homeo- 
pathic Medical College, 1882; aged 84; died, July 31, 
in the Chicago Memorial Hospital, of subphrenic 
abscess, cholelithiasis, cholecystitis and cholangeitis. 

Harry Raymonp Carson, North Chicago, IIl.; Uni- 
versity of Nebraska College of Medicine, Omaha, 1910; 
member of the American Psychiatric Association; 
served during the World War; medical officer in charge 
of the Veterans’ Administration Hospital; aged 59; 
died, July 31, in the Veterans’ Administration Hospital, 
Oteen, N. C., of tuberculosis, 

Paut Caspers, Chicago; Bellevue Hospital Medical 
College, New York, 1893; a Fellow A.M.A.; on the 
staff of the Illinois Eye and Ear Infirmary for many 
years; aged 65; died, August 25, of pneumonia. 

LAwRENCE R, Crary, Pekin, IIl.; Chicago College of 
Medicine and Surgery, 1913; a Fellow, A.M.A.; for- 
merly coroner and deputy coroner; health officer of 
Pekin; on the staff of the Pekin Public Hospital; aged 
50; died, August 28, of heart disease. 

Wiuttiam F. Dickson, Chicago; Faculty of Medicine 
of Trinity College, Toronto, Ont., Canada, 1882; a 
Fellow, A.M.A.; on the staff of the Woodlawn Hos- 
pital; aged 77; died, August 26, of heart disease. 

Cuartes SUMNER Grecory, Findlay, IIll.; Keokuk 
(Iowa) Medical College, 1896; member of the Illinois 
State Medical Society; aged 58; died, August 12, of 
heart disease. 

Joun Cuartes Gunn, Belleville, Ill.; Washington 
University School of Medicine, St. Louis, 1900; a Fel- 
low, A.M.A.; served during the World War; on the 
staff of St. Vincent’s Hospital, and Home for the 
Aged; aged 57; died suddenly, September 4, of heart 
disease. 
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AtrreD Marvin Hatt, Chicago; Chicago Medical 7 
College, 1889; associate professor (extramural) of © 
ophthalmology, Northwestern University Medical 7 
School; on the staff of the Passavant Hospital, and ~ 
formerly on the staff of the Children’s Memorial Hos- ~ 
pital; aged 71; died suddenly, August 27, in Nelma, © 
Wis., of coronary thrombosis. 

Martin Warner Hanson, Havana, Ill; Jenner — 
Medical College, Chicago, 1908; a Fellow, A.M.A. | 
College of Physicians and Surgeons of Chicago, School ~ 
of Medicine of the University of Illinois, 1909; served — 
during the World War; aged 54; died, July 30, in St. 
Francis Hospital, Peoria, of septicemia and cellulitis © 
of the face. 

Henry F. Jones, Flat Rock, Ill.; University of Ken. | 
tucky School of Medicine, Louisville, 1885; member of q 
the Illinois State Medical Society; aged 79; died, 
August 6, of cirrhosis of the liver. 4 

Bastt GeorcE LamBrakis, Chicago; National Uni- ~ 
versity of Athens School of Medicine, Greece, 1922; ~ 
member of the Illinois State Medical Society ; instructor 
in the department of laryngology, rhinology and otol- 
ogy, University of Illinois College of Medicine; on the ~ 
staff of the Columbus Hospital; aged 35; died, Septem- 7 
ber 1, of injuries received in an automobile accident, 


Lucius Crocker Parpeg, Evanston, IIl.; Northwest- 7 
ern University Medical School, Chicago, 1894; a Fel- = 
low, A.M.A.; formerly instructor and associate © 
professor of dermatology at his alma mater; on the 4 
staff of the Evanston (Ill.) Hospital and formerly on © 
the staff of the Wesley Memorial Hospital, Chicago; ; 
aged 64; died, August 27, of angina pectoris and pul- | 
monary edema. 

CHARLES PFEIFFER, Chicago; Rush Medical College, 
Chicago, 1900; aged 59; died, August 27. 

JosepH LutHer RemMssure, Lamoille, Ill.; State Unie 7 
versity of Iowa College of Medicine, Iowa City, 1878; | 
aged 85; died, July 29, in the Harris Hospital, Mendota. © 


Rosert Emmett Rosinson, Morrison, IIll.; Univer- | 
sity of Michigan Medical School, Ann Arbor, 1870; 
aged 85; died, August 12, of heart disease. 


LawrENCE Ryan, Chicago; Rush Medical College, 
Chicago, 1894; a Fellow, A.M.A.; formerly assistant © 
professor of surgery at his alma mater, professor of © 
surgery and head of the department, Chicago College ~ 
of Medicine and Surgery and clinical professor of | 
surgery and dean, Loyola University School of Medi- — 
cine; fellow of the American College of Surgeons; © 
aged 70; for many years on the staff of the Hospital 7 
of St. Anthony de Padua, where he died, August 29, 
of lobar pneumonia. 


Epmonp Francis SHANAHAN, Hebron, IIl.; Creigh> — 
ton University School of Medicine, Omaha, Neb., 1910; 7 
member of the Illinois State Medical Society; aged 48; 7 
died, August 24, in a hospital at Elgin, of carcinoma. ~ 

Ropney ApreEN WriGut, De Kalb, IIl.; Hahnemanit ~ 
Medical College and Hospital, Chicago, 1913, on the © 
staff of St. Mary’s Hospital; aged 47; died, August 24 7 
in Prescott, Ariz. A 
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